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The late Sir Richard Stawell would have given a character- 
istic address on this unique occasion, a monument ot 
industry and penetrating thought. Had it been possible 
to ascertain what subject in the vast range of the science 
of medicine he had selected it would have been my 
privilege to follow the lead he had given. But as there 
is, I regret to say, no indication obtainable, it only remains 
for me to deal with the subject with which I am daily 
engaged and best described as ‘* Hospital Problems,”’ 
though they would really be more accurately described 
as “Studies in Human Nature. It is owing to the 
absence of consideration of this factor that many failures 
The failures are sometimes surprising and remark- 


occur. 
able. 

I propose, with as much brevity as may be possible, 
to indicate the various phases of the hospital problem 
which have forced themselves upon my notice during a 
lifetime spent in hospital work. Prior to the war I had 
been an assistant surgeon to the Ophthalmic Hospital 
in London and clinical assistant to another, also a surgeon 
on the staff of the Eve and Ear Hospital, Melbourne, and 
ophthalmologist to the Melbourne Hospital, and I occupied 
similar posts in several ophthalmic organizations in 
Victoria. I knew, of course, what I wanted for my work, 
and as a member of the Committee of Management of the 
Eve and Ear Hospital I had some knowledge of admin- 
istration. But when the war broke out and I reached 
Egypt in January, 1915, in a short time I found myself 
actively concerned with the administration of a 1,000-bed 
hospital, and soon after in general supervision of hospitals 
containing about 11,000 beds and also of a fleet of am- 
bulances. All sorts of problems of which I was ignorant 
made their appearance, and a process of forced education 
was imposed on me. 

On returning to Australia in 1919, where I again took 
up the work of the Victorian Bush Nursing Association 
(initiated in Kebruarv, 1911, and of which I have been 
honorary secretary from its inception) and ordinary hos- 
pital work, my attitude was naturally modified by the 
experience gained in strenuous circumstances when serving 
in the Australian Army Medical Corps in February, 1916, 


and in the Royal Army Medical Corps thereafter to the 
end of the war. 


Six Related Problems 
I propose to-day to deal with six related problems: 


1. The Victorian Bush Nursing Association. 

2. The hospital system of Victoria. 

3. The hospital system of Great Britain. 

4. The hospital system of New Zealand. 

5. The optimum size of a hospital. 

6. The nature of the nursing services in hospitals. 


May I, however, again indicate that I should have pre- 
ferred to call this address a study in human nature, for 
that is the all-important factor which is usually over- 
looked in these varied systems. The Latin poet reminded 
us that if we chase Nature away with a pitchfork she 
always comes home again, and I think the late Professor 
Huxley also indicated another essential feature of social 
life. If one attempts to alter social arrangements two 
results are certain. When the effort has been made we 
shall not be in the position we occupied, nor shall we 
obtain exactly the result we expected ; human nature 
itself. With these elementary facts in mind let 
us turn to the practical issues. 


asserts 


The Victorian Bush Nursing Association 
Owing to the initiative of the Countess of Dudley, wife 
of the then Governor-General of Australia, and Sir Thomas 


| Gibson (afterwards Lord) Carmichael—Governor of Victoria 


| 
| 


—and Lady Carmichael, in the year 1911 one trained 
nurse was established with much difficulty at Beech 
Forest, the residents undertaking to pay her salary. In 
two years’ time there were thirteen such nurses, and many 
troubles became apparent. At first the salary was raised 
by subscription, and the varying amounts contributed by 
residents caused criticism and feeling. The centres ended 
this conflict by making the contribution uniform and 
determining that those who paid were entitled to the 
nufse’s services without charge—a decision which led to 
a remarkable result, though not foreseen at the time. 
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Next came the problem of housing. Hotels, boarding 
houses, and private houses interfered with the privacy of 
the patients, and both patients and nurses preferred small 
which rented. In the natural of 
events some of these cottages developed into hospitals. 
Visiting thirteen in 
how they were developing became impossible as an hon- 


cottages, were course 


centres remote places to ascertain 
orary service, and a superintendent was appointed with 
the aid of the Walter and Eliza Hall Trust. 
one visits the centres and ascertains how they are pro- 
gressing the system would soon become unworkable. 

The movement grew until in 1931 there were. thirty- 
three centres, 


Unless some- 


Then one small cottage hospital was estab- 
lished by the State Rivers and Water Commission, followed 
by another set up as a soldiers’ memorial, and a third, 
in 1923, at Phillip Island—a_ gift 
citizens. The hospital created by the Commission 
a large camp, really a town developed by the building 
So it came about that 


from two. generous 


ad joined 


of a dam on the Goulburn River. 


in 1925 there were forty-four purely nursing centres 
and three hospitals. The appearance of the hospitals 
was followed by the transference to them of the con- 
tributory scheme applicd to nursing centres, with the 
arrangement that those who contributed could) obtain 


unlimited hospital and nursing attention for themselves 
and dependants up to a certain age at the cost of approxi- 
mately £2 2s. per But all patients are required 
to make their own their) medical 
attendant, a system which, being essentially human, has 


week. 
arrangements with 
worked exceedingly well. Throughout, the nurses give 
service in the adjacent schools. ; 

In 1926 the Edward Wilson (of The 
to establish 
same basis as the 


Argus) Trust decided 
the State the 
3ush nursing movement—namely, that 
the ambulance service, apart from the initial gift, must 
be self-supporting. The table idicates the 
subsequent growth of these movements. 


an ambulance service for on 


now shown 


Tabl Tic ing Histo a H / Nuysi 
Ass lic 
= ' 
1910 Founded by the Countess of Dudley with 
the support of Lord and Lady Carmichael 
1911 4 
1913 13 First superintendent appointed (Miss E. M. 
Greer 
1914 20 
1915 21 | 
1916 24 } 
1917 
to 28 | 
1920 | 
1921 33 ] Miss E. M. Greer resigned Miss E, 'C, 
Cameron, appointed 
1922 39 2 
1923 47 3 Country | Miss M. Mathieson appointed as assistant 
Alnbulance 
founded 
1924 47 3 
1925 47 3 ll 
1926 52 8 18 Miss FE. C. Cameron resigned. Miss M. I. 
Gillis appointed 
1°27 5 9 l 
19-8 j 14 21 
19.9 62 17 21 Miss M. T.. Gillis resigned. Reorganization 
of administration: office of superinten- 
dentabolished. Office and nursing saper- 
Visor anda travelling inspector appointed 
owing to maznitude of work 
Miss M. Mathieson, office and nursing 
supervisor; Miss M. Edwards, traveliing 
June, Inspector 
1939 68 25 22 
June 
1931 65 28 22 
193263 29 21 
1933 68 21 
1954! 67 40 21 
1935 69 15 22 There are twenty-four purely nursing 
centres 
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A survey of the State was made. in 1924, and thirty-one 
ambulances were estimated as the requisite number to 
serve the country. Sixty-eight first-aid outfits were also 
provided by the Edward Wilson (of The Argus) Trust 
for remote places where wheeled vehicles might not be 
easily employed, This ambulance development owes 
to the initiative of the Countess. of Stradbroke, 
the then Victoria. 


much 
Wife of 
Governor of 


Sources of Capital and Revenue 


So far as the hospitals are concerned they receive and 


request nothing from the Government for Construction, 
and, except in six instances of special and really historical 
nothing for maintenance. They must maintain 
themseives So far have closed, and the 
present position is that these hospitals, staffed by doubly 
and trebly certified nurses and not by trainces, and who 
are the best-paid nurses in the State, provide the cheapest 
hospital in the State. Of the quality 
of the service you can judge for yourselves. 

The hospitals are, in addition to their usual functions, 
health centres, centres for school work, and baby health 
centres ; they afford accommodation at what, so far as | 
can learn, are the lowest rates in the world. But it must 
be remembered that the success of these forty-five hos- 
pitals, with an aggregate accommodation of about 416 
beds, depends on the fact that the contributory system 
invented by the purely nursing centres was naturally 
to the when they came into 


interest, 


or close. none 


accommodation 


transferred hospitals 
existence. 

The cost of construction, but not of maintenance, has 
been borne by the Edward Wilson (of The Argus) Trust 
and the H. V. McKay Trust to the extent of one-sixth to 
The balance has been provided by 
The cost of the economical 


one-third of the cost. 
the districts which own them. 
administrative central service has borne by the 
following trusts: the Walter and Eliza Hall Trust, the 
Edward Wilson (of The Argus) Trust, the David Syme 
Charitable Trust, the Felton and Summer Trusts, the 
H. V. McKay Trust, the Henry Gyles Turner Samaritan 
Fund, the L. Henty Estate, the J. R. McPherson Fund, 
the Joseph Kronheimer Estate, the Alfred Edments Trust, 
and the Mrs. C. H. Opie Estate. 

To such a gathering it is unnecessary to indicate the 


been 


great improvement in medical practice which has resulted 
from the provision of suitable buildings and very highly 
trained nurses in country districts. The Bush nursing 
principle consists in the clear recognition of the fact that 
in private and intermediate hospitals, and to some extent 
the sick and injured must defray 


in public hospitals, 


the cost of their treatment. The sick and injured in 
these institutions do not come into the picture until 
they are sick or injured. In the Bush nursing system 
sO many people pay, say, £1 10s. a year. As only a 


percentage require the hospital the fees can be lowered 
by the of this ink for hospital 
purp SCS. 

A factor which has profoundly influenced 
ment of the Bush nursing hospitals is the rule that the 
medical practitioners who treat patients in these hospitals 
become ex officio members of the committee of manage 


utilization bast ome 


the develop- 


ment. This system has worked smoothly and _ efficiently. 
It is obvious that the association is really a hospital 
insurance system. 


The Victorian Public Hospitals 


If we turn now to the system of public hospitals im 
Melbourne and in Victoria there is much to be learnt from 
Yhe public hospitals are maintained by 


the foregoing. 


t 


| 
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14, 1935 
voluntary contributions, by Government subsidy, and by 
patients’ contributions, but are not under direct Govern- 
ment control, being administered by honorary committees 
containing many eminent citizens. _They are theoretically 
existent for the benefit of the sick and injured poor. 
Between these institutions and the expensive private hos- 
pitals there are a number of intermediate hospitals, mostly 
organized by religious bodies, at which the charges, 
though in my opinien too high, are less than those of 
the private hospitals. Of the taxpayers in Victoria 85.6 
per cent. receive £300 per annum or less, and 14.4 per 
cent. receive more than £300 a year. It is obvious that 
the hospital problem resolves itself into making proper 
provision for many of the 85.6 per cent. by giving them 
the necessary hospital and nursing attention at rates 
within their means. Up to about the year 1900 the 
public hospital system worked tolerably well, but since 
then a great change has taken place. 

In 1900 the contributions (in round figures) from the 
public amounted to £101,500, and from Government 
and municipalities £66,500, making a total of £168,000. 
In 1934 the contributions from the public were £451,500, 
and from the Government and municipalities £254,000, 
making a total of £705,500 ; but the population had only 
increased by 53.6 per cent. The details are set out in the 
following table. 


Taste 1.—Public Hospital Income for Maintenance (in round 


figures) 
Govt Charit. Patients” Other | 
Grant Contrib. Contrib. Sources Totals 
£ £ | & 
190): 
Melbourne... 24 000 2,000 35,500 9,000 25,000 95,500 } 168 
Country 31,500" 24,c00 8,000 72,500 168,000 
1914: 
Melbourne ... 29.500 3,500 36,000 21 27,000 | 117,500) 
Country 20,000 4,500 23,500 8,000 11,000 67,000) 184.500 
1924 : | 
Melbourne ... 56,000 6,000 97,009 67,500 107,000 333,502} ga 
Country... 24,500 7,000 53,000 31,000 23,000 | 138,500} 772,000 
1934 : 
Melbourne ... 161,500 8,500 90,500 106,000 134,000 | 500,500} aos 599 
Country .. 54,500 29,500 435,000 | 53,000 25,000 | 205,C00) . 
* Includes country benevolent cases. 


t Amounts not separately shown for metropolis and country. 


But in the meantime the number of patients in public 
hospitals increased to an extraordinary extent, as the 
following table indicates. 


Vance I.—Public Hospital Patients 


1900 1914 | 1924 | 1934 
Out-patients : | 
Melbourne = 46,665 69,450 103,760 213,098 
Country *... = 15,235 8,525 | 25,894 25,135 
In-patients : 
Melbourne in 11,432 20,745 28,279 48,611 
34,413 


Country ... me 13,085 12,889 16,495 


* Ineludes country benevolent cases. 


And hospital expenditure had increased enormously, as 
shown below. 


TaBre 


Hospital Expenditure on Maintenance 


Account 
1909 1914 1924 | 1934 
Melbourne ... % 116.442 303.149 432°767 
Country .. 59,682 71,863 158,216 
134,893 188 305 441,365 | 625,215 
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Taste IV.—Public Hospital Position in the State of Victoria 
in 1934 as Conipared with 1900 

Population has increased by des aa 53.6 per cent. 

Number of in-patients has increased by « 238.5 oa 


In 190) the number of persons treated at public hospitals was 7.2 per 
cent. of the population; in 1934 it was 17.4 per cent. 


Taste V.—Contributing Sources per cent. to Public Hospital 
Revenue for Maintenance Purposes for the Years 
1900 and 1934 


1990 1934 
Charitable contributions 35.6 per cent. ...... 18.9 per cent. 
Other sources (legacies, endow- 
ments, ete.) ... .. 144 
100.0 100.0 


If a shorter period is taken—namely, from 1920 to 
1934—the change is even more marked, as the following 


figures show. Taste VI 


In the fourteen years 1920 to 1934 the population of the State has increased 
by 20.3 per cent., whereas the number of public hospital in-patients has 
increased by 86.5 per cent., and the number of out-patients by 176.7 per cent. 

In 1920 the proportion of public hospital patients to population was 
8.5 per cent.; in 1934 it had increased to 17.4 per cent. 


But people can find money to spend in other things: 


Taste VIL 


Expenditure in Victoria on tobacco 1929-30 £4,926,800 or £2 15s. 5d. per head 
1931-32 £3,922,962 or £2 3s. 6d. 
beer 1930-51 £7,441,2000r £4 3s. 1d. 


(The cost of the public hospitals is less than 8s. per capita.) 


A Changed Attitude 


From these facts definite conclusions can be drawn, 
The hospital problem is, in Victoria, essentially a city 


problem. In the country the change has been much less 
marked. But we have people who advocate the cessation 


of the charitable system and who would throw the burden 
on to rates and taxes as New Zealand did, and they must 
be made to face the basic facts. 

The contributions from patients and public amount to 
£450,000—that is, 64 per cent. of the income, or, if you 
deduct patients’ payments, about £340,000. This would 
certainly disappear almost completely when the change 
was made, and the patients’ payments might also decrease 
substantially. The New Zealand figures are eloquent, as 
you will see directly. There is no mistake about the 
forecast. If people are taxed for hospital purposes why 
should they make voluntary contributions? Why should 
they pay when they enter a public hospital for which they 
are in many cases already taxed? Thus, before the hos- 
pitals benefited, between £350,000 and £400,000 must be 
provided by taxation to make good the deficiency caused 
by the certain loss of voluntary gifts. The public cannot 
have the advantages of both systems. They must choose 
the one or the other. 

Summarizing, then, the sole cause of the hospital 
problem is not want of money, but simply that tens of 
thousands of people now resort to the public hospitals 
who did not do so formerly. A great change of attitude 
has taken place, and with that we must alter our ideas 
and outlook and meet the difficulties arising from the 
change. The enormous increase in the demands on the 
public hospitals of Victoria is not materially due to the 
depression. You will note that the change has been 
continuous since 1900. 

As regards the increasing cost of hospitals, some qualifi- 
cations are necessary: (1) the value of money has 
diminished, though that is less marked in its internal than 
in its external purchasing power ; (2) the remuneration of 
the paid non-medical staff has increased ; (3) x-ray plants 
and various pathological services add to the cost, though 
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not to the extent usually imagined. But after making | cent. is out of the question. He proceeds to voiaeaa 
due allowance for these factors it is obvious that in serious | that the steady rise in the numbers of in- and Out-patie : 
illness some hospital service is now required by the public | at the voluntary—or as we call them in Victoria bd 
—I think rightly—whereas formerly people were treated in | hospitals, and the habit of sending panel patients to rr 
their own homes. But it is also obvious that this does ! out-patient departments, has become a serious proble 1 
not explain the enormous growth of the out-patient | It would almost seem that an expenditure of = 
service, even if we allow for some duplication. Is it not | £39,000,000 a year on health insurance has onal 
a little remarkable that in calculating the basic wage in | merely a means by which both sickness and payments { 
Victoria nothing is allowed for medical expenses? Nine- | it have increased in volume. ; ™ 
pence a week, or about £2 a year, would make all the He makes allusion to the insufficiency of scientific 
difference if the money were so applied. But this pro- domiciliary treatment in many cases. He discusses but 
found change in attitude has been accompanied by the | with sympathy, the fact that the medical practitioner i 
tacit assumption that medical experts will continue to | cannot refuse a certificate under the national health insur- ; 
give honorary service just as if they were officers of a | ance scheme, or he would lose his livelihood. The ! 
charitable institution, applicant says, in effect. ‘‘ There is a fund ; why should 
I not benefit?’’ Time does not permit of further 
examination of this broad-visioned and illuminating 
— 7 document, 
Of the English hospital, and medical system in general I will conclude this part of the survey by expressing my 
I have nowadays no direct knowledge such as that | opinion of the British Army Medical Service, of which 
possessed by many members of this audience. But I shall | | was a member for three vears. I estimated that the 
uote from an address given by the late Sir Basil Blackett, 
of the Bank of England, and who spoke with | 
one-third prevention, one-third treatment (which was 
great breadth and insight on July sth, 1932 ana lecture admirable), and one-third devoted to finding occupation 
entitled A Layman’s Plea for a Positive Health Policy.”” | for the partially disabled, which was part ot my occupa- 
Realizing, as many people do, that there is a danger of all | tion. towards the end of the war. In civil life, as there 
State social BEL VICES breaking down by their ome weight, cannot be Army discipline, such results can only be 
he put the quesvons : What do health peetbinaee: cost? obtained by popular education and voluntary action 
Is the nation getting full value for them? The following With one observation of Sir Basil Blackett I am in com 
table shows the estimate of cost, which the compiler plete accord. If we can offer the average working man 
thinks is a large understatement. a service within his possible means he will pay for it. 
The Bush Nursing Association has taught me that the 


The English System 


— ; a : ye wet spirit of independence is still part of the life of the country 
tae | dweller if this condition is complied with. 
| The New Zealand System 
| Ste 2 = If we turn now to New Zealand we find a system which 
siinianichace has been definitely nationalized since 1909. The official 
figures relating to the working of this system are difficult 
Local authorities ... ... 21,464,653 28,910,370 29,840,107 80,215,139 to disentangle from other State charitable enterprises, but 
Central administration — | — er 1.150.000 they have been separated, as far as possible, owing to 
| the kindness of Dr. Watt, Director-General of Health. 
| A Royal Commission on National Expenditure was ap 
pointed, and reported finally in 1932, and the statements 
om er _ | : | made by that body have not, so far as I am aware, been 
| publicly challenged, though there may be considerable 
6,0C0,000 private disagreement. At all events the Government has 
and Wales) | | | not accepted many of its recommendations. 
Voluntary hospitals | 8,699,450} = = | 8,699,450 The people of New Zealand, like some Victorians, 
Voluntary societies and | 1,641,896 — | 4,941,415 | 6,583,311 thought it better definitely to nationalize the hospital 


institutions | service, and did so in 1909. The financial responsibility 
was thrown on to the ratepayer and taxpayer on a 


Medical schools 400,000 400,000 
definite ratio between them. Anyone could obtain admis- 


Privite practice of medi- 53,000,000 | | 53,000,030 
cine. dentists, drugs and | | sion to a public hospital, but could not be charged more 
nate medical service | | than £3 3s. a week, and while 1n the c1 1es ary 
~ ~ system of medical officers was retained, in many places 
| 94,619,499 | 28,910,370 72,257,222 195,787,091 permanent salaried medical officers were appointed. The 
| 48% 15%, 37% | 100% resultant financial effect may be followed. 
The cost of poor relief is not included above. The sum involved is Taste IX.—Hospital Maintenance and Hospital Board Capital 
£27 Expenditure 
Expenditure on health services met by public funds | Average — | Hospital ceoie 
incre: Year | Number of | Numberof | Maintenance ‘apita 
increased from 1900-1 to 1927-8 by 360 per cent., or per sai | Institutions Occhpicd Beds) Expenditure Expenditure 
capita 279 per cent.—that- is, from 14s. 5d. to £2 14s. 9d. per Diem | 
per head. The proportion of total national expenditure | 
on health spent directly on prevention in 1927-8 was only | 
15 per cent. Has the health of the nation improved by 1914-5 | 74 2,564 270,179 115,294 
279 per cent.¢ Discounting the increased expenditure 1924-25 | 105 | 4,392 | 855,108 (425 066 
3 = ‘or | | 
owing to the altered value of money, he has no difficulty 1933-34 | 7s | 5.370 | 936,204 | 48,859 
in showing that a claim of health improvement of 279 per a oe = 
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Taste X.—Hospital Receipts 
spital Fees Gifts and Hospital Fees Gifts and 
Year Legacies Received Legacies 
; 
| £ £ £ | £ 
1909-10, 35,135 20,833 | 1924-25 250,954 | 24,181 
71,701 20,379 | 1933-34 331,081 | 13,465 


1914-15 


The figures are approximate. 


Taste XI.—Cost to Government and Local Authorities 


| Hospital Maintenance Capital 
ial Cost to Cost to Local Cost to Cost to Local 
\Governinent Authorities Government Authorities 
| £ £ | £ £ 
1909-10 69,046 49,273 1902-10 29,129 29,129 
1914-15 94,239 73,860 1914-15 | 57,647 57,647 
1924-25 302,075 | 277,854 1924-25 212,533 212,533 
| 295,839 1933-34 24,429 


1932-34 295,839 24,429 


The figures are approximate. 


It will be noted that the expenditure on hospital main- 
tenance in New Zealand is even now considerably greater 
than it is in Victoria, which has a much larger population 
—namely, New Zealand, £935,000 ; Victoria, £705,000. 
Population: Victoria, 1,840,600 ; New Zealand, 1,560,000. 

The Commission appointed in 19382 recommended : 


1. That for financial reasons, if no other, the hospital 
system should be reorganized. 

“2. That it could not discover any instances in which 
the full cost of treatment was charged to a patient what- 
ever his circumstances, and, consequently, the burden on 
rates and taxes had continued to increase. 

3. That reorganization would enable the Governmental 
subsidy to be reduced by 10s. in the £, and the burden 
on local authorities could be reduced. 


Since then considerable economies have been effected. 
But in 1933-4 the total voluntary contributions to hos- 
pitals and other governmental institutions was only 
£13,500 and the total fees collected £331,000, while the 
levy on Government and local authorities for mainten- 
ance still remained as high as £592,000 (£296,000 each) ; 
the fees receivable amount to £954,000 (accumulated 
debt), but apparently cannot be collected. In Victoria 
the Government contribution is £216,000 and the muni- 
cipal contribution £38,000. 

Into the consideration of the nature of the medical 
service and the obvious and serious political implications 
of the administration I am not competent to enter, but 
the facts warrant the definite conclusions: (1) nationaliza- 
tion inevitably puts an end practically to charitable con- 
tributions ; (2) the collection of fees payable by those 
who use the hospitals extremely difficult in a 
nationalized system ; (3) and consequently a nationalized 


is 


system must be expensive to Government and_ local 
authorities. Australian taxes are the second highest in 


the world, and the foregoing conclusions have a direct 
bearing on our policy. Dr. Malcolm McEachern of the 
American Medical Association made an investigation of 
the New Zealand system in 1927. He is reported to have 
made the following significant observation: 

“T hope voluntary effort and voluntary control will 
never be replaced in New Zealand wholly by governmental 
or national effort and control, for, if it does, the hospitals 
of this great Dominion will never come into their own 
under a wholly taxation system. <A voluntary-giving 
people makes for better citizenship and tends to keep the 
hospital human. 


| 


Mount Sinai, New York City, and the world’s greatest 
hospital authority in my opinion, uttered immortal words 
recently when he said: ‘ The voluntary hospital gifts 
come as expressions of love, gratitude, friendship, memory, 
good fellowship, pride of the family, and pride of the race. 
Under a purely public or State system the hospitals may 
be able to spend as much money as they are spending 
to-day, but the joy of spontaneous giving will be gone. 
One shudders to think of the day when hospitals, trans- 
formed into soulless standardized State institutions, will 
be compelled to haul down the flag of human brotherhood. 
May that day be far off, and may American hospitals 
contrive for generations to be supported by voluntary 
contributions.’ ”’ 


The Size of Hospital 


What is the optimum size of a hospital? It is evident 
that a very small hospital cannot provide all the necessary 
specialized equipment for the treatment of disease, though 
the staff of one Bush nursing hospital of about thirty beds 
informed me that not more than 4 per cent. of the patients 
require a pathologist or «x-ray therapeutic equipment. 
(Many of the hospitals contain x-ray diagnostic plant and 
have access to a pathologist.) On the other hand, a 
hospital of 4,000 beds, such as Bellevue, New York, is 
reported to contain, is obviously unwieldly. The Van- 
couver Hospital of 1,100 beds occupies about three city 
blocks, and the mere effort of transportation from one 
place to another is severe. The Military Hospital near 
Honolulu, with only 400 beds, almost requires small motor 
cars on the corridors. Between the two extremes there 
must be an optimum size. The administrative expenses 
of a hospital are a very small part of the total running 
cost—about 3 to 5 per cent. But as the hospital grows 
more nurses and attendants become necessary ; certified 
engineers are wanted, and so on. At the Melbourne 
Hospital, with 400 beds, excluding the honorary medical 
staff, there are 1.1 employees to each bed ; at the Alfred 
Hospital, with 320 beds, there are 1.2 employees to 
each bed. 

The medical superintendents of two Canadian hospitals 
informed me that in their opinion 300 beds should be 
the maximum size, and then only with vertical extension 
of the building and_ different floors devoted to special 
purposes and _ self-contained. Some senior American 
surgeons fixed the limit at 250 beds. By general consent 
about 500 beds is the extreme outside limit. It would 
surely be better where more accommodation is wanted 
in a fair-sized hospital to cease any effort for extension 
and to build a new hospital somewhere else. 

May I, however, submit a conundrum which I have 
found it difficult to answer in accurate technical fashion? 
To-day there are built and building forty-five Bush 
nursing hospitals ; there are forty-five kitchens, forty-five 
laundries, forty-five staff quarters, and forty-five reception 
rooms, thirty-one properly equipped operating rooms, 
and sixty bathrooms. If this system, containing in the 
aggregate 416 beds, were placed in one building with one 
kitchen, one laundry, one reception room, and one set 
of staff quarters with, say, four operating theatres, and 
ten or more bathrooms, the natural assumption would 
be that it would be cheaper to build and administer. 
The cost of indoor beds in the Bush nursing buildings is 
£400 a bed, or with the veranda beds about £120 a bed, 
for superb accommodation, which, I think you will agree 
after inspection, is far superior to anything the public 
hospitals can provide. Yet as a matter of fact the cost 
of hospitals in Melbourne has never been less than £500 
a bed and, it is reported, has reached £2,000 a bed. What 
is it that is wrong with the centralization? And so, 
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beds is becoming insufficient to meet requirements why 
seek to extend it? Why not build another hospital 
somewhere else ? 


Nursing Services in Hospitals 

As most of us are aware, in Canada there are at least 
three types of nurses: (1) the bedside nurse ; (2) the 
bedside nurse with sufficient pre- or post-graduate training 
to enable her to become better qualified or become a 
public health nurse ; and (3) the graduate in science in 
nursing, who, after matriculation, becomes a graduate 
after a five-years university course. 

In Victoria we have bedside nurses who, in many cases, 
especially in the Bush Nursing Service, hold a general, 
an obstetric, and often a baby health certificate, and we 
havesmade a sound commencement in developing post- 
graduate work, largely owing to the energy and leadership 
of Mrs. Herbert Brookes. But to obtain the three certi- 
ficates and to follow post-graduate study involves five or 


six years of work. The question arises whether our 
administration of public hospitals by trainees and a 
limited statf of trained nurses is sound in principle or 


just to the trainees. For example, the Melbourne and 


Alfred Hospitals, containing 750 beds, are staffed by 
eighty-two sisters staff nurses and $26 trainees. 


Should we not train nurses as we do medical students, 
and so shorten the length of training? 
trom the educational point of view, of a trainee repeating 
something she has learnt to do efficiently. On the one 
hand, five or six years of preparation and partially paid 
work should ensure an adequate remuneration ; on the 
other, is it right that public hospitals should be maintained 
largely at the of the The financial 
difficulty is obvious, but sooner or later the issue must 
be faced. Any change would perforce be gradual. 


There is no sense, 


expense trainees ? 


Conclusion 

Thus there has been sketched: 

1. A completely self-supporting system, the Victorian 
Bush Nursing Association. 

2. A system at the parting of the ways, the Victorian 
public hospital system. 

3. partially 
English hospital system. 

4. A system almost completely nationalized, that of 
New Zealand. 

In bringing this sketch to a conclusion the questions 
I wish to submit for consideration are as follows: 


nationalized system, the complicated 


1. Are we to abandon our voluntary charitable system 
and nationalize (that soothing word) our hospital service? 
If so, we shall lose the humane feelings of public and pro- 
tession which brought the hospitals into existence and 


have ensured their continuance. The medical staff must 


then cease to be honorary. Unless the experience of 
other countries misleads us, the cost will be great if 
efficiency is to be maintained. But the choice must be 


made. It is obvious that the public have decided one 
factor—namely, they intend, unless to enter 
hospitals, where they do not, or cannot, pay even the cost 


checked, 


of their keep. But the other essential factor has not 
been faced. It is quietly assumed that the medical 
expert will continue to act as if the system were a 


charitable one so far as he 1s concerned. If nationalized 


hospitals make their appearance the medical officers must 
be adequately paid if efficiency is desired. 
2. As the intermediate hospitals, which, 


regards as 


[ have stated, are not cheap enough, why should the 
contributory Bush nursing principle not be applied and 
the cost to the patients substantially reduced? 
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3. Why should there not be hospitals of the Bush 
nursing type placed in the suburbs and maintained jn the 
same fashion as the Bush Nursing Association ? 

4. What is the optimum size of a hospital, whether 
regarded from the point of view of efficiency or economy? 

5. Are we to continue practically to. staff hospitals 
with nursing trainees, or are we to staff them with fully 
qualified nurses and to train nurses as we train students 
of medicine ? 

6. To what extent should the pre- and post-graduate 
training of nurses be developed? 


[t is, however, obvious that the main question is whether 
hospitals ave to be nationalized ov not. If they are, the 
whole medical profession will inevitably be nationalized 
sooner or later. The choice must be made, or we may 
drift by indecision into a position difficult to justify or 
to alter. 

The only positive statement I feel justified in making 
while occupying such a@ position is as follows. The fault 
of the present hospital system is that the economic gap 
between the public hospitais and the so-called intermediate 
hospitals and the private hospitals is great, and 
should be bridged by a contributory system such as Bush 
nursing, in which case the hospital charges for inter. 
mediate cases can be made very small. If such a con- 
tributory system is adopted by the profession they will, 
as in the Bush Nursing Association, exercise their just 
influence in managing it. If, on the other hand, it js 
supplicd by the State or other organizations, and they do 
not play an active part in its establishment, then their 
control and influence will probably be negligible. Now 
is the time to decide, and to choose which system is 
But some provision of the kind is essential 


too 


preferable. 
and inevitable. 

I have done my best to present these difficult questions 
in broad outline. It is now for a body of trained and 
thoughtful medical positive con- 
clusions. There is only one thing worse than a wrong 
decision, and that is indecision. Finally, may I make the 
most ample acknowledgement of the assistance received 
in obtaining data from the Director-General of Health, 
New Zealand, Dr. Watt, and from the assistant secretary 
of the Victorian Branch of the British Medical Associa- 
tion, Mr. Ward ; without the generous help given the task 
would have been difficult. 


practitioners to reach 


V. Schilling (Med. Welt, July 27th, 1935, p. 1075) 
describes an outbreak of infection by the meningococeus 
at the University Clinic of which he is director at Minster. 
The source was a patient with meningitis in whom the 
first lumbar puncture, owing to a faulty Gram solution, 
was thought to show pneumococci ; Jater meningococecl 
were identified microscopically and by culture and_ sero- 
logical tests. He was admitted on March 17th. On 
March 26th one of his nurses began with meningitis. On 
March 29th no fewer than twenty-four of torty-five 
contacts working in the unit were found to give positive 
nasal cultures, including all the nurses, two doctors, and 
two students ; two days later ten more contacts were 
positive. The infection, judged by cultures, spread rapidly 
through adjacent and distant wards: in all, thirty-one of 
the personnel (out of sixty-eight) and sixty-two patients 
(out of 161) were found to harbour meningococci. No 
further case of meningitis occurred, however, but there 
were six instances of febrile rhinopharyngitis and many 
more of nasopharyngeal catarrh. In other reported 
epidemics cultures from contacts have shown twelve to 
forty times as many carriers as clinical cases of mening- 
itis. Powers of compulsory isolation, in certain circum- 
stances, of meningococcus carriers do not exist, but have 
been demanded in Germany ; but the practical difficulties 
are so great that a counter-suggestion would prohibit the 
swabbing of contacts. 
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pRACTURES OF THE NECK OF THE FEMUR* 
BY 
ERNEST W. HEY GROVES 


EMERITUS PROFESSOR OF SURGERY, BRISTOL 


It is just six years since I had the honour of opening 
the discussion! on this subject in London (July 4th, 1929) 
at the joint meeting of the British and American Ortho- 
aedic Associations. At that meeting Smith-Petersen 
first demonstrated his new pin or nail and gave an account 
of his early work. I do not think that many who heard 
him were greatly impressed by either the theory or the 
practice he proposed. Certainly none of us realized that 
his proposition was going to dominate the whole situation 
in a few years. To-day I have as my first duty to pay 
an honest tribute to the genius of Smith-Petersen, and 
then to direct inquiry into the way in which his invention 
has modified our ideas of practice and prognosis. 

I wish that some kind of fracture register existed by 
which we could estimate at any time the number of 
different fractures that are presented for treatment. It 
is evident, however, that fractures of the femoral neck 
are both common and important ; this may be learned 
in the wards of any of the large municipal hospitals, 
where these cases are commonly ‘‘ dumped,’’ and where 
many of them remain for months or years. The fracture 
js of common occurrence ; it often requires a long 
period of treatment, and only too frequently results in 
permanent disability. 


The Causes of Non-union 


We have now a more precise knowledge of the causes 
of non-union than formerly ; this has been derived partly 
from x-rays and partly from the observation of the results 
of treatment. Mobility and the want of apposition are 
the dominating factors. The proximal fragment is diffi- 
cult to control and still more difficult to fix ; there is 
only one structure to which it can and should be fixed, 
and that is the distal fragment. The poor blood supply 
of the head and the interposition of capsule between the 
fragments, however, have also to be reckoned with, 
particularly in cases which come late for treatment. The 
vray picture serves to demonstrate aseptic necrosis of 
the head by the dark shadow thrown by this structure 
amid the adjacent bony parts, which are always some- 
what decalcified. But it is difficult to estimate the exact 
importance that should be attributed to this phenomenon. 
A devitalized avascular piece of bone, whether it be the 
head of the femur or a bone graft, is still capable of 
revascularization if it can be firmly fixed to adjacent 
living bone. 

Essentials for Success 

The three essentials for success are accurate apposition 
of the fragments, firm fixation, and the removal of. in- 
tervening avascular tissue, whether reflected portions of 
the capsule or the sclerosed ends of the bones. As a 
preliminary to any operative or plaster fixation it is 
necessary to obtain perfect position of the fracture, and 
this can easily be done by skeletal traction in a position 
of slight abduction and internal rotation. This position 
must be maintained or exaggerated by the use of some 
type of Hawlev’s table when the final fixation is made. 

To achieve the ideal of early restoration of function 
it is desirable that treatment should be undertaken early 
—that is, within a week or two of the accident. The 
fixation should be of such a kind as to allow early 
Movement and weight-bearing, and to avoid prolonged 
immobilization in bed. 

* Read in opening a. dist ussion in the Section ot Orthopaedics 
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Smith-Petersen’s Method the Routine Treatment 


If these premisses are admitted then it legically follows 
that the Smith-Petersen operation or principle should 
be regarded as the routine method of treatment. This 
technique owes its efficiency to three special points. (1) 
The radiating blades of the nail fix the fracture in regard 
to rotation in a way that no other method does. Many 
years ago I drew attention to the desirability of prevent- 
ing rotation ; my suggestion and practice was to drive 
a square bone peg into a round hole drilled for its re- 
ception, but this involved a good deal of destruction of 
the femoral neck. (2) The shape of the nail makes it 
possible to get complete penetration of the neck and head 
with the minimum of drilling or destruction. (3) The 
impaction involved in first driving in the nail and then 
hammering the fragments together ensures the closest 
possible apposition. 

Further, the original Smith-Petersen operation exposes 
the seat of fracture, permits the removal of intervening 
fibrous tissue, and allows fine details of adjustment, none 
of which is permitted by the more recent modifications. 
Some people are sceptical about the interposition of 
fibrous tissue, but that this really does occur will be 
testified by all who have made many exposures of the 
fracture. But surely no one will doubt that there are 
certain displacements of the proximal fragment which 
cannot be perfectly adjusted except by direct leverage 
on the head of the bone. Any rotation or tilting of the 
head comes under this category. Once the hip-joint is 
opened this displacement can be corrected by thrusting 
a long bradawl on a handle into the head and levering 
it into position to fit the neck exactly. 

If the case is treated early—that is, in the first month, 
before any absorption of the neck has occurred—and if 
the nail is driven home in good position and the fracture 
firmly impacted, then, and then only, is it possible to 
allow early movement of the hip and weight-bearing 
without danger. The patient will be walking within a 
week of the operation, and will then become an out- 
patient instead of blocking a hospital bed for months. 
The Smith-Petersen operation should always be carried 
out provided: (1) the case is fairly recent (one to three 
months) ; and (2) there is not marked absorption of the 
neck or necrosis of the head ; (3) the patient is not too 
old or too feeble. 

Whitman’s plaster method should be reserved for 
patients who refuse open operation. I would not consider 
debility to be an indication for the Whitman plaster, 
because, in my opinion, the Smith-Petersen operation 
or one of its modifications is less dangerous to an old, 
frail patient than the plaster fixation. The blind plaster 
fixation never has achieved, and never can achieve, more 
than a 50 per cent. or 60 per cent. proportion of successes, 
because apposition and fixation are not always perfect. 
It is foolish to begin with a three-months treatment by 
plaster and then operate upon ununited cases. This will 
involve great danger of absorption of the neck with im- 
possibility of final reconstruction of a perfect bone. And, 
further, this method of first applying plaster will involve 
just that long, tedious period of three months in bed 
which the Smith-Petersen method avoids. 

I would not belittle the value of Whitman’s pioneer 
work, nor would I make an exaggerated claim for Smith- 
Petersen's method. Whitman proved that the fracture 
could be made to unite perfectly if only accurate apposi- 
tion and firm fixation were achieved, and those who 
have followed his teaching have had successful results 
in 50 to 60 per cent. of their cases. Smith-Petersen, 
accepting the Whitman principle, has gone a step further 
by ensuring more accurate position and more firm 
fixation, and the successes by his method are probably 
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nearer 8) per cent. I do not believe that it will ever 
be possible to ensure success in all cases. The ultimate 
healing of the bone depends on revascularization of the 
head and ossification—vital processes that we can only 
encourage, but not command. 


Introduction of the Smith-Petersen Nail 

Ever since the striking success of the Smith-Petersen 
nail was demonstrated various modifications have been 
suggested from time to time, the object of these being 
to simplify and shorten the technique. Two surgeons, 
Jerusalem and Sven Johannsen, independently suggested 
that the nail should be perforated for a wire guide, and 
this particular addition to the Smith-Petersen nail is 
certainly a great advantage. The Sven Johannsen 
technique consists in introducing several Kirschner wires 
into the neck and head through the base of the great 
trochanter, taking x-ray pictures, removing all the wires 
except the one correctly placed, and then driving the 
three-flanged perforated nail over the wire guide. 

Probably at the moment this technique has captured 
the surgical fashion, but time will show whether it 1s 
the best. It involves taking several x-ray pictures with 
the portable x-ray set, and these, of course, must be 
taken from different points of view. The whole process, 
with the necessary waiting for the films to be developed, 
is tedious in the extreme, and seems to me to be a com- 
plication rather than a simplification of the original Smith- 
Petersen technique. 

For reasons given above—namely, the possibility of 
accurate reposition of the proximal fragment and_ the 
removal of fibrous tissue—I believe that exposure of the 
line of the fracture should be the first step of the 
operation. In the case of a thin patient the operation 
can be done through two separate incisions each about 
three inches long. One of these runs vertically down 
from the anterior superior iliac spine and serves to expose 
the hip-joint and fracture, and the other is vertically 
down from the most prominent point of the great tro 
chanter and serves for the introduction of the guide and 
the nail. In the case of a stout patient it is much better 
to use the Smith-Petersen incision going vertically down 
from the anterior superior spine and then curving back- 
wards, dividing the ilio-tibial band just below the 
insertion of the tensor fasciae femoris. Then the head 
is levered into position by transfixing it with a bradawl 
on a handle. The displacement angle of the neck should 
be rather over-corrected—that is, a position of valgus 
should be aimed at so that the weight-bearing thrust, 
when applied to the seat of the fracture, will serve to 
push the fragments into closer apposition. 

According to the suggestion of Watson-Jones, a stout 
wire about one-sixteenth of an inch in diameter is then 
drilled up from the trochanter into the middle of the 
neck, where it is observed as it emerges in the line of 
fracture. If incorrectly placed it can be withdrawn and 
reapplied. When a central axial position for the wire 
drill has been obtained it is thrust on into the head. 
The perforated Smith-Petersen nail is then hammered 
into position, At this stage it is best to have the special 
curved retractor of Smith-Petersen piaced in the joint 
between the acetabulum and the head. The nail can 
then be driven right home until it impinges against the 
metal retractor ; otherwise it is a matter of some difficulty 
to be sure of the distance that the nail should be 
driven in. 

A final impaction of the fracture is ensured by ham- 
mnmering on the outer part of the base of the trochanter 
with the special Smith-Petersen instrument. The wound 
having been closed and dressed, the leg is either slung 


to an overhead beam or placed in a Thomas splint. 


Mevicat Jourtay 
The Blind Operation 

The great attraction of the blind Operation is that it 

is done through a single small incision. The Sven 

Johannsen methed of multiple a-rays has already been 


mentioned and criticized. The alternative is the method 
used and described by King in this connexion, which is 
practically the same as that employed many years ago 
by Noordenbos, who drove in a living fibular graft usin, 
the same topographical guides as are here described, : 

After the fracture has been demonstrated by x-Tays to 
be pulled into good position, the patient is placed on the 
Hawley table and both legs pulled and abducted and 
rotated inwards. The degree of abduction is such that 
the umbilicus and the two knee-joints form the Points 
of an equilateral triangle. An incision is made vertically 
below the most prominent part of the great trochanter, 
and a wire drill guide is introduced below this point 
and made to point upwards and inwards towards the 
anterior and superior spine of the opposite side. The 
flanged, perforated nail is driven in over this, the length 
being measured from the «-ray pictures. 


This operation is that of choice for elderly and feeble. 


patients, and it may, of course, be done under spinal 
anaesthesia. 


After-treatment 


The most striking evidence of the efficiency of the » 


Smith-Petersen operation is that the patient can raise 
the leg a few days after by voluntary muscular effort 
without any assistance. This has been taken by some to 
justify using no splinting or external support, but it 
seems to me this is taking unnecessary risks. The alter. 
natives are: (1) the use of a short plaster spica, which 


will immobilize the hip but allow walking or weight: 


bearing ; or (2) the use of a walking calliper, which can 
be removed at night. The latter expedient would seem 
to be the wiser course, because it does not restrict the 
movements of the hip-joint, the splint is removed daily, 
and the course of the case can be more easily watched. 


Treatment of Senile Types 


TI am not convinced that anythmg is to be gained by 
Operative treatment of this fracture in very old and 
feeble patients. I know of a considerable number of such 
cases in which the Smith-Petersen method has been used, 
and in which subsequent disintegration of the head and 
the neck has occurred with complete failure of union, 
It is necessary to exercise a balanced judgement about 
each doubtful case. No hard-and-fast definition can be 
given of either senility or fragility ; but if a patient, 
over 70, with poor musculature and physique and feeble 
circulation has this fracture it is wise to pursue very 
conservative methods. Another factor of importance, 
which is helpfui in this connexion, is the violence that 
produced the fracture. If the fracture was caused by 
trivial violence, such as catching of the toe in the bed 
clothes when the patient was turning in bed, it will be 
found that the bone is much atrophicd, and it will be 
very unlikely that any operation will produce the 
vascularization or ossification necessary for repair. 

What, then, is to be done for these patients? They will 
react badly either to prolonged recumbency or to plaster 
fixation. The leg should be slung up and traction applied 
by means of an adhesive plaster. The method invented 
by Hamilton Russell is ideal for the purpose. A tet 
pound weight first pulls on the lower end of the thigh, 
forwards and downwards, and then pulls on the foot, 
where its force is doubled by passing over a_ pulley in 
the foot-piece. The patient is propped up in bed, and 
before long is quite comfortable and contented.  Aftet 
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month he is allowed to get about with crutches or in 
a 

chair. Such patients will in the course of nature not 
a 


have very long to live, but their invalidity will be 
comparatively comfortable. 

I think that at the present moment there is some 
danger of Smith-Petersen’s method becoming discredited 


because it is used for cases in which failure is inevitable. 


Treatment of Cases of Non-union 


The existence of non-union unamenable to anything 
but operative procedures is determined by the time that 
has elapsed since the accident, and also by the appear- 
ances of the fracture surfaces. Usually, if there is no 
ynion after two or three months, it will never occur 
without direct attack. The ends of the bones are rounded 
off or sclerosed. The choice now lies between four 
courses: a walking calliper, an operation for uniting the 
fracture, subtrochanteric osteotomy, and reconstruction 
of the hip. 

As regards the first it may be stated that there is no 
satisfactory walking splint, and that if nothing can be 
done these patients will be but poor cripples for the rest 
of their lives. The reunion of the fracture by open 
operation should always be the method of choice pro- 
vided the patient is reasonably healthy and active, and 
also that there is neither necrosis of the head nor 
absorption of the neck. I have succeeded in producing 
a perfect result operating eighteen months after the 
accident, but the patient was only 31, was of spare 
habit and active temperament, and both bones’ were 
practically normal. Such a happy result is exceptional ; 
in the majority of cases of non-union, therefore, we have 
to choose between osteotomy or a hip reconstruction. 

Osteotomy is simple and free from danger, but it 
involves prolonged plaster fixation and gives very variable 
results. It is the best that can be done for feeble, 
elderly patients. The reconstruction operation of Whit- 
man is probably the best treatment for the majority of 
cases of definite non-union. The head of the bone js 
removed, the great trochanter transposed to a lower 
position, and the neck of the femur is thrust into the 
acetabulum. 

In a recent interesting summary of the subject, Kellogg 
Speed? has termed this ‘‘ the unsolved fracture,’’ but I 
think that the Smith-Petersen invention has gone a long 
way towards its solution, and now what is wanted is to 
have a systematic report and follow-up of a large number 
of cases, so that we may be in a position to be sure of 
the facts both of treatment and of prognosis. 
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The Guide to Current Official Statistics (volume xiii, 
1934), which is prepared under the auspices of a Perma- 
nent Committee of Departmental Statisticians and is pub- 
lished annually, provides a comprehensive index to the 
extensive numerical data published each year in the form 
of official reports, returns, accounts, and periodicals. Its 
contents are arranged on a plan which enables the investi- 
gator to compile, in the space of a few minutes, a com- 
plete list of sources of information on the subject of his 
Inquiry. The degree of analysis of the figures, the date 
ant place to which they relate, and the prices of the 
volumes in which they are to be found are also indicated. 
The present volume contains 350 pages and costs Is. net, 
or by post Is. 5d. It may be obtained direct from the 
sale offices of H.M. Stationery Office or through any 
bookseller, Some of the earlier volumes, dealing with the 
Statistics of previous years, are also available at the same 
price, 
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During my twenty-seven years’ experience of radiology 
I have seen much change in this branch of work, and 
have known many weird and wonderful types of apparatus, 
from the induction coil with the dipper break to the 
large four- and six-valve transformer machines. With 
the early coil sets it was not possible to take films of 
the lungs at rest, and fluoroscopic examination was of the 
greater importance, while in these latter days the film 
is almost exclusively relied upon for diagnosis. 

The short time allowed for this paper does not permit 
an exhaustive study of this large subject, and I wish to 
confine my remarks to a few interesting conditions rather 
than weary you with a set lecture on the more common- 
place ones. I will deal shortly with the technique of 
examination, with various puzzling cases met with in 
daily Ife, and with that important condition, silicosis. 
The changes in the lung from recurrent catarrhal con- 
ditions, from tuberculosis, and from malignancy will only 
receive passing mention, 

The value of radiographic examination in chest work 
is now generally recognized even by the most conservative 
physicians, and no chest investigation can be considered 
complete unless a proper radiographic examination has 
been made. By proper radiographic examination is meant 
one that has been carried out by a specially trained 
medical expert ; the physician who attempts to interpret 
his own films is not getting full value from the method. 
Physician and radiologist should meet after making their 
individual examinations, and then correlate their findings ; 
if the physician is aware of the radiologist’s report before 
making his examination he is likely to be biased, and 
the radiologist, aware of the physician’s report, is liable 
to be prejudiced in his interpretation. 

Radiologists cannot spend too much time in +he study 
of the projected appearances of the normal lungs in people 
of all ages and occupations ; it is only by having a 
thorough knowledge of the normal that the observer is 
able to appreciate the abnormal. At the Broken Hill 
inquiry large numbers of surface workers were examined 
to obtain an idea of the appearance of the average worker's 
chest in that district. 


Technique 


Fluoroscopic examination should be reduced to a 
minimum. It is dangerous to the operator, and the 
information gained by it is of minor importance. It gives 
no detailed information of lung pathology, but is of value 
in demonstrating diaphragm movement, in localizing 
abscess or hydatid, and in the control of lipicdol instilla- 
tions. 

Sufficient attention is not paid by radiolog'sts to the 
accommodation of the eyes before screening. The operator 
should be in complete darkness for ten minutes (by the 
clock) before attempting fluoroscopy. A good rough test 
of accommodation is the ordinary wrist watch ; when the 
figures appear dazzlingly bright the eyes are accommodated 
for screening. 

In chest radiography the stereoscopic postero-anterior 
films will give practically all the available information. 
The lateral film is unnecessary as a routine procedure, 


* Read in opening a discussion in the Section of Radiology and 
Radiotherapeutics at the Annual Meeting of the British Medical 
\ssociation, Melbourne, 1935. 
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but should be used when the postero-anterior films call 
for it. In young people it is always as well to include 
an examination of the head sinuses. These stereoscopic 
films should be viewed in the «#-ray stereoscope, and not 
reported on after being viewed as a flat film—a common 
fault with radiologists. 

The stereoscopic films are taken at a distance of six 
or seven feet, with a four and a half inch vertical tube 
shift. The central ray for the lower film should 
directed between the scapulae in a_ slightly downward 
direction. The patient should always be upright, with 
the hands in front and the shoulders drooped forward ; in 
this way the scapulae are carried off the chest and good 
views of the apical regions are obtained. | The Potter- 
Bucky diaphragm and the Lysholm grid are not recom- 
mended owing to the undue exaggeration of fine detail 
‘ven When films are taken from a distance. The exposure 
is made at the end of an ordinary inspiration and not 
at the end of a forced one. 

At present, with the exception of the rotalix tube, 
there is no tube which will economically stand more than 
300 milliamperes at 70 kilovolts, and with these factors 
and using a seven feet distance, it is possible to obtain 
excellent films of the average working man in 1/30 second. 
For this work a 20 kW metallix tube can be used, and 
the detail obtained, in spite of the coarse focus, is all 
that can be desired. Violent contrast in chest films is 
not desirable, and if spinal structure is seen it is a sign 
of over-penetration. 


be 


Apical Scars 
These are dense shadows which appear at the extreme 
They must not be confused with the shadow of 
insertion of the sterno-mastoid muscle. They are very 
common in working men, and are looked upon as evidence 


apices. 


of healed tuberculous lesions. They never appear to break 
down, and if a person with these scars develops tuber- 
culosis it never seems to be associated with this scarred 
area. 
Effusions 

Ordinary fluid collections cause little difficulty in inter- 
Inter- 
lobar effusions follow the line of the interlobe, and they 
may assume various shapes. 


pretation, but atypical effusions may cause trouble. 


these collections 
give triangular shadows in the film ; sometimes the base 
is at the periphery, and at other times it is centrally 
situated. 
lesions. 


Some. of 


Lateral films are of value in localizing these 
Effusions which are mesially situated—that is, 
between the lung and mediastinum—are rare, and when 
they occur they are usually associated with an oesophageal 
When encountered, a bolus should be administered 
in a search for an oesophageal condition, 

Hydatid are usually spherical, but when 
situated in the pleural sac they frequently show distortion 
of outline, rounded appearance on the visceral 
side and a flattened one on the parietal side. An impor- 
tant point in differentiation between ordinary effusions 


lesion. 
shadows 
with a 
and hydatid is that in effusions there is no depression 


of the while in) hydatid 
depression. 


diaphragm, there is marked 


Bronchiectasis 


3ronchiectases are troublesome conditions, and they can 
usually be demonstrated in the stereoscopic films. They 
can easily be overlooked if situated behind the heart or 
deep in the costo-phrenic angle. 

Lipiodol instillation should only occasionally be called 
for, and if used it should be introduced by the supra- 
glottic than by injection through the 
crico-thyroid membrane. With a cocainized pharyvix it 


method rather 


is very casy to trickle the liptodol over the epigiottis or 
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a 
syringe. The method of injecting the drug throw 
crico-thyroid membrane is dangerous, and | have fr. 
quently seen cases in which it has been injected into the 
areolar tissue of the neck, and in one case it had bee 
injected into the oesophagus ; moreover, it is very easy) 
to break a needle against the cartilages. ? 
The amount of lipiodol used should be as Small ag 
possible, otherwise it is quite possible to ‘‘ drown ae 
portion of the lung. Lipiodol is also a nuisance jn after 
vears, as it becomes scattered through the lung and gives 
appearances similar to tuberculosis or silicosis, 


Fibrin Bodies 


Fibrin bodies are seen as rounded bodies on one Side 
of a chest which has been the site of a hydropneumo. 
thorax. The fluid coagulates, and this clotted materia] 
is formed into rounded ball-lke structures. They ar, 
difficult to distinguish from secondary malignant deposits, 
but the latter are generally bilateral. They vary greatly 
in size, and after the lung becomes fully expanded they 
gradually disappear and leave no trace. ; 


Fungus Infections 

Fungus infections are rarely 
I have have been due to yeast infection or to! 
actinomycosis. In the former case there was a bilateral 
uniform fuzziness without nodule formation or cavitation, 
but with scattered areas of bronchopneumonic consolida- 
tion. Breathlessness was a marked accompaniment, 
Diagnosis was not made before death. 

In actinomycosis the appearances are more definite, 
The condition is localized to one lobe at first, and it! 
extends in all directions from this original site. It wil} 
an interlobe, and frequently involves the chest | 
wall, giving a typical boggy oedema of the skin and sub- 
cutaneous tissues. It is difficult to differentiate from 
tuberculosis or malignaney, but in many cases of actino- 
‘ vesicular appearance in the lesion 


met with ; the only ones 


seen 


Cross 


mycosis there is a 
which is quite typical. 


Tuberculosis 

Tuberculosis will only receive passing mention. In my 
experience this disease in the adult practically always 
starts in the upper lobes. Perihilar and basal tubercu- 
losis is extremely rare. A mottling of the upper half o 
the chest is practically always tuberculous, while lower 
half lesions are generally due to catarrhal lesions, abscess, 
or bronchiectasis. 

The early tuberculous lesion is shown as a fluffy mottling 
in the lung periphery. Fine striae appear about the 
mottling, due to the formation of fibrous tissue. In acute 
and miliary tuberculosis this fine mottling increases i 
distribution and thay involve the whole of both lungs, 
even in the absence of many In active 
disease many of the tuberculous lesions coalesce and may 
break down in the centre to form It is not 
always possible to distinguish between active and quiescent 
lesions, but an experienced observer becomes very accurate 
in his interpretation. with much fibrosis and 
with clear-cut outlines are generally quiescent. 


physical signs. 


cavities. 
Lesions 


Silicosis 

The inhalation of large quantities of various dusts over 
long periods produces changes in the lung fields which 
may be demonstrated in the film. Such changes occu 
in rock-choppers, coal miners, cement workers, asbestos 
workers, and tool grinders. Inhaled dust is dangerous 
in proportion to its silica content, and the other col 
stituents of the dust are only of incideital importance. 
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Most authorities agree that silicates produce no nodular 
fibrosis in the lungs, but one silicate (that of aluminium 
and potassium) known as sericite has been put forward 
as a cause. The general opinion, however, is that it 
cannot produce these changes by itself, but when present 
it hastens the action of the silica in producing fibrosis. 
Leroy Gardner states that sericite will produce inflamma- 
tion “and necrosis but not fibrosis. Asbestos, a silicate 
of magnesium, produces a diffuse fibrosis and not the 
nodular fibrosis of silica, 

Hawkesbury sandstone contains upwards of 80 per cent. 
of free slica, metalliferous ores 20 to 60 per cent., while 
coal carries 2 to 4 per cent. It must be remembered, 
however, that coal miners are frequently cutting through 
seams of rock containing 30 per cent. or more of silica, 
and in many mines sandstone dusting is used to carry 
down the fine coal dust which is so liable to cause 
explosions. —§ The analyses of our coal mine dusts as 
supplied are rather surprisng in the small amounts of 
silica found ; from the condition of the lungs of these 
coal miners a higher percentage of silica would be expected. 

Individual susceptibility may play a part in the occur- 
rence of silicos’s ; some men after forty and fifty years 
of mining in sandstone are frequently unaffected, while 
others will show changes after six or eight years. With 
a high silica content in the dust the onset of the disease 
js more rapid, and in lungs with damaged lymphat'c 
circulation, whether due to tuberculosis or to chronic 
bronchitis, the condition develops more rapidly. From 
other parts of the world cases of silicosis are reported 
after only a few years’ work ; this may be due to the 
greater prevalence of catarrhal conditions with consequent 
damaged lymphatic circulation and to less healthy con- 
ditions of employment abroad. 

The extent of the condition as shown in the film cannot 
be taken as a guide to the worker's disability. Early 
stages of fibrosis as indicated in the film may be associated 
with grave disability, while men with a most advanced 
fibrosis will show no disability. 

When silica is inhaled the majority of the particles are 
arrested in the larger bronchi and expectorated. Only 
the finer particles (less than 5 microns in diameter) reach 
the alveoli. The mechan‘cal irritation of dust is not 
looked upon as of importance, but these particles go into 
a colloidal solution which acts as tissue irritant producing 
fibrosis. It is suggested that the silica solution destroys 
the phagocyte, which stagnates in the lymph stream and 
by irritation produces the fibrous nodule. Coal particles 
of similar size are taken up by the phagocyte and carried 
to the nearest lymph gland area. 

The silica nodule is similar to the tuberculous nodule, 
but it never goes on to caseation. The nodular fibrosis 
of silicosis is a bilateral condition, and it spreads from 
the hilum on each side—somewhat more advanced on 
the right side—and gradually involves the whole of the 
lung fields. The apices and the lung in the costo-phrenic 
angles are affected in the very late stages. 

In the early stages there is an increase in the shadows 
of the lung ret’culum, but these changes are indistinguish- 
able from the markings in ordinary catarrhal conditions, 
in asthma, and in the lungs of the aged. At this stage 
a diagnosis is not possible, but when the nodules are 
definitely developed there is seen a ‘‘ stippling ’’ of the 
lung fields which is character’stic. Of course, there must 
be changes in the lungs before this stage is reached, but 
it is not possible, radiographically, to diagnose a ‘‘ pre- 
silicotic '’ stage. A series of many hundreds of men were 
tentatively classed as ‘‘ pre-silicot’s "’ in an investigation 
carried out by my brother, but the majority failed to 
develop the typical nodular fibrosis of silicosis. 

Once established, silicosis continues to advance, even if 
the man is removed from his dusty occupation. Pleurisy 
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is a common complication, and extensive adhesions occur 
to the diaphragm and to the mediastinum, causing dis- 
tortion of the shadows of the mediastinal contents. The 
majority of silicotics develop tuberculosis, and when such 
infection is superadded the condition rapidly approaches 
a fatal termination. The silicotic lung is a most favour- 
able soil for the tubercle bacillus to flourish in. Coal 
miners, especially men who have mined in Great Britain, 
often develop extensive areas of subpleural consolidation 
of tuberculous origin. This is a very slowly advancing 
condition, and is probably held in check by the well- 
known anti-tuberculous action of coal dust. The appear- 
ance of denser areas of mottling in the upper lobes is the 
sign of superadded tuberculosis ; in the silicotic tuber- 
culosis is almost invariably an ap’‘cal infection. 

The differential diagnosis between ordinary tuberculosis 
and silicosis is generally easy, but it is impossible to make 
a diagnosis from miliary tuberculosis radiographically. 
However, the absence of temperature points to a silicosis ; 
while in tuberculosis there is a tendency for the nodules 
to coalesce, in silicosis they remain discrete. The 
fibrosis seen in chronic catarrhal conditions is more a 
streaking along the bronchial tree than a symmetrically 
distributed nodular fibrosis. 
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Problems in behaviour, especially bad habits—the “‘ every- 
day problems of the everyday child '’—have been for 
many years discussed by parents and others interested 
in children. Controversy as to school discipline and 
corporal punishment seems to have originated in England 
with the appearance of grammar schools of the early 
sixteenth century. In Eiizabethan days schoolmasters 
showed an implicit bel‘ef in the maxim of Solomon, ‘‘ spare 
the rod and spoil the child,’’ and the ability to flog 
pupils became for over two centuries one of the vocational 
attributes of the pedagogue. Ascham, the tutor of Queen 
Elizabeth, protested against the universal indiscriminate 
use of corporal punishment. It is interesting to note the 
corporal punishment of schoolgirls lately discussed in the 
British Medical Journal. 

John Locke, who, as is sometimes forgotten, was a 
physician as well as a philosopher and a politician, wrote 
a book, in every way a modern work, on How to Bring 
up your Children. The pronoun your is significant, for 
Locke was a bachelor and exercised the perennial right 
of the unmarried to instruct parents in their duties. 
Corporal punishment is shown by him to be a failure, 
yet its practice was, and to some extent still is, exten- 
sively followed. It required a generation of universal 
(compulsory) education to discredit its use except in a 
few limited definite breaches of the school rules. Making 
the punishment fit the crime by making “‘ the prisoner 
pent—unwillingly represent—a source of innocent merri- 
ment ’’ may prove a solution, for ridicule and shame are, 
as Locke pointed out, powerful influences. Increasing 
exper-ence, however, points to other methods: just and 
unemotional criticism, encouragement of good efforts, the 
selection of sound, interesting outlets for energy, and 
better personal understanding between teacher and pupil. 


* Read in opening a discussion in the Section of Medical Sociology 
at the Annual Meeting of the British Medical Association, 


Melbourne, 1935. 
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These positive and often indirect controls give better 
results than more obvious direct and drastic repressive 
action, and this agrees with the study of human behaviour 
or human nature. Children, especially, react best to 
indirect influences. It is often difficult for parents or 
teachers or doctors to realize this trait in which they 
resemble the gyroscope. Press sideways on the top of 
a gyroscope and instead of tilting over it turns inwards 
towards the deflecting force and rights itself. Ask a 
child to breathe deeply in and out, and he will expand 
his chest like a pouter pigeon and remain distended as 
long as his breath holds. Ask him to take a big breath, 
and then get him to tell you his name and where he 
lives, and he will, in order to talk easily, effect a good 
complete expiration. A good children’s doctor soon finds 
that he must stalk his patient down like a shy wild 
animal. In the adult similar methods may be useful, 
but in school life the direct attack tends to be pre- 
dominant, yet disregard of the indirect method may end 
in waste of much time and trouble. How often do we 
find the longest way round the shortest way home? 


Bad Habits and their Correction 


The development of the study of children and children’s 
diseases in the latter half of the nineteenth century drew 
attention to many of these difficulties, especially bad 
habits. Parents worried particularly over such unfor- 
tunate happenings as bed-wetting or as masturbation. 
Spanking and the dark room, threats and cajolings, wail- 
ings and pleadings having failed, the exasperated parent 
sought the doctor for help. Could this persistent habit 
of ** swamping the bed ’’ mean that there might be some- 
thing “‘ wrong with him’’? The doctor, little wiser, 
though perhaps more experienced in having to deal with 
many cases, took refuge in drugs, regimen of life, amount 
of fluid, waking up after an interval, removal of irritation 

‘whether preputial or urinary in origin—operative inter- 
vention, etc. This indirect attack has often succeeded, 
but not always. Especially in intractable cases does the 
full social investigation of the home as well as the patient 

the explanation to the parent of the need for quiet 
automatic control, the direct suggestion d@ la Coué to the 
child (which, incidentally, I have seen notably successful), 
together with the creation of an atmosphere of under- 
standing and sympathy and encouragement—restore to 
the bewildered child the necessary sphincteric control. 

To disregard the parental and home phases of this 
habit is to run a very definite risk of failure in treatment, 
even though a physical basis initiating or aggravating the 
difficulty can be discovered by the doctor and medical 
treatinent is a necessary procedure. Because of these 
physical origins and their undoubted frequency, a medical 
overhaul is an essential in this and indeed in other 
behaviour problems, if only to clear the decks, as it were, 
and to leave the field clear for the psychological control. 
3est still would it be if we could combine in one person 
the physician who has both paediatric and psychiatric 
training, and reinforce his efforts with the educational 
psychologist and the social worker. Any one of these 
three working on his own may do much, but a person 
combining all three would be in a far better position to 
solve the situation. 

Perhaps of all bad habits masturbation is the best 
example of the failure of ignorance. For years moral 
propaganda described alleged rotten effects on the central 
nervous system. Even accidental artificial stimulation 
by young children was included as an actual habit. We 
now know that masturbat‘on is a symptom of mental 
instability rather than a cause of many serious nervous 
diseases, and that its occasional occurrence has no serious 
effects on the body. Even its constant habitual practice 
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is injurious only to certain special types, as is seen jn the 
early history of dementia praecox. 

We do not even know what should be the rate of 
appearance of the male emission ; it is obviously much 
more irregular than its female counterpart. In q grou 
of a hundred medical and other university men students 
inquiry demonstrated a regular rhythm of about fourteen 
days’ interval, usually beginning the fifteenth year, 4 
little before the sixteenth birthday, and after years of 
irregularity becoming much more regular in the adult 
after about 21. This emission is strictly physiological, 
but thousands believe it as a fount of every evil thing 
It is difficult to convince parents that the proper pre- 
liminary is to tell even young children the simple facts 
of life, meeting natural curiosity with simple truthfulness. 
Especially should the facts of their own sex be presented 
to them in a wholesome correct fashion before the occur. 
rence of these phenomena of early adolescence. Attention 
to general health, especially personal hygiene, and the 
diversion of interest into attractive and valuable changes, 
such as outdoor sports and interesting occupations, are 
of value. A limited amount of free discussion of the 
defect quietly and incidentally arising gives the suitable 
opportunity of direct suggestion by the examiner, 


The Problem of Stammering 


A constant problem in school life is stammering. In 
New South Wales about 1 in 40 boys showed disorders 
of speech, chiefly stammering. Only 1 in 120 girls experi- 
enced speech difficulty, and that, as a rule, not to any 
marked degree. In Australia very little has been 
attempted of any organized character to deal with this 
defect, which may be a very real nuisance to the in- 
dividual, markedly influencing his personality, and quite 
possibly adversely affecting his occupational chances. The 
idea of classes and clinics collecting groups of stammerers 
used to be viewed adversely, but the atmosphere of success 
and the expert teaching made possible more than over- 
come any such handicap. 

The ‘proportion of left-handed children among 
stammerers is higher than the proportion in the school 
population. Dr. Jean Greig of Victoria gives twenty-five 
“ left-handers among 1,000 children, and four among 
thirty-one stammerers, or about five times as many among 
stammerers as would have been expected from an ordinary 
sample of the population. Evidence seems to show that 
the left-handed who stammer are those who have been 
changed to right-hand writers under pressure or penalty, 
whether at home or (rarely nowadays) at school.  Left- 
handed children whose left-handedness has been accepted 
apparently get on as well as the right-handed—another 
example of the danger and futility of repressive methods. 

The introduction of compulsory education, the greatest 
social experiment of modern times, brought to light many 
of these problems of childhood. The teacher, at any rate 
during the hours at school, seven hours (9 to 4) for five 
davs a week, or 210 each year, or about one-fifth of the 
child’s life, becomes at this period the official parent, 
and so responsible for his pupil’s well-being and_ progress. 
Soon teachers and departments began to realize their 
responsibility, not for instruction in the ‘‘ three R’s” 
alone, but for health, both physical and mental, and 
for the development of the boy's personality and character. 
In discipline, in instruction, in progress, in promotion, 02 
the playground as well as in the schoolroom, they begaa 
to sense new difficulties previously hardly dreamt of. 

In institutional life many of these difficulties became 
still more  important—sleep-walking, —bed-wetting, for 
example-—and residential schools must necessarily take a 
much fuller responsibility than day schools, for their contral 
covers the whole life of the boy and for a longer period. 
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Minor Defects: Their Influence on Mental and Physical 
Progress 


The appreciation of the official responsibility for the 
child’s health and the finding of extensive defects in the 
population —detects which could, and should, have been 
remedied in childhood—caused the introduction of school 
medical inspection in 1907. The medical examination of 
school children brought the realization of an enormous 
amount of minor defects in apparently healthy children. 
Defects of vis’on, hearing, nose and throat, nutrition, 
heart, etc., which required medical attention and which 
interfered with educational progress or handicapped 
physical development, were present in at least thirty out 
of every 100. With it, too, came the precipitation of 
medical officers into all sorts of new problems—notably 
mental deficiency, truancy, delinquency—on which depart- 
ments requested their opinion ; while parents increasingly 
sought their advice regarding bad habits, disorders of 
speech, of sleep, and of conduct generally, and teachers, 
especially head masters, discussed with them the physical 
and mental background of difficult children. 

Recently, in the Medical Journal of Australia, 1 have 
given examples drawn from such experience and demon- 
strating the profound and persistent effects which can be 
produced by various minor defects—defects often un- 
suspected by parent or teacher or by the child itself. 
Myopia may prevent the child taking part in games and 
foster the creation of a bookworm, a “ shut in ’’ person- 
ality. Deafness, especially on one side only, was found 
far more common in a large group of incorrigible boys, 
and in many instances was the origin of misunderstanding 
and conflict with the teacher which led to truancy and 
defiance. The effect of colour-blindness in flattening the 
tone of life as of colour, and the intense mental conflicts 
of the stammerer, were noted. 

The rapid reduction of the birth rate has meant an 
increase in families of one and two children. The one- 
child family tends to set up a series of conditions, such 
as excessive parental and adult influence and reduced 
opportunities of child contacts, which may prove very 
unfair to the child. The increased city life—the relative 
isolation of residential areas—and the gross overcrowding 
of industrial suburbs introduce artificial conditions which 
may handicap more or less seriously the children involved. 
The lack of playgrounds, the natural training ground of 
the young child, bears hard on these unfortunates, and 
so delinquency is a constant association of the overcrowded 
suburbs ; add to that the complete disregard by the com- 
munity of the need for training in parenthood before 
marriage. 

In all these problems, whether in school or in pre-school 
life, it is the parents, as controlling the family and the 
home, the real units of human society, who most deserve 
to receive our consideration. To solve these ever-recurring 
and almost universal everyday problems of everyday 
children, child) guidance clinics have been called into 
being. The name is somewhat misleading. The person 
eventually to be guided is undoubtedly the child, and 
its physical and mental make-up and its family environ- 
ment are our prime study, but more and more investiga- 
tion shows the failure to be referable to the parent, whose 
wrong methods or attitudes or emotional irregularities, 
apart from economic. difficulties, decide the  child’s 
responses. Children have grown up sound in mind and 
limb, with well-developed personality, mental poise, and 
stable character even in the most unfavourable home 
conditions—for example, when the father is a criminal, 
the mother a drunkard, and there is poverty, over- 
crowding, lack of the amenities of existence and of 
Play, and so on. But these are the exception rather 
than the rule. 
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The Importance of the Pre-School Period 


Every person is the resultant of a wide series of in- 
fluences, and none of these are so powerful, so profound 
and persistent in their effects, as those in the early period 
of life experienced in the home and decided by the parent. 
That we have personally forgotten them as adults does 
not affect the matter. Hence, in the work of the child 
guidance clinic, while the object of diagnosis is the child, 
treatment is most often only effective after study of the 
home and the parents, and operates chiefly by and through 
the parents. The home is the laboratory of character, 
the parents the executives, and the doctor the expert 
available for the anxious parent who is faced with the 
very real difficulty of rearing this complex human machine. 
The child is knitted to him so closely, his own flesh and 
blood, that impersonal criticism, so valuable in these 
emergencies, has become impossible to the parent, and 
he must seek help elsewhere. The whole tendency of 
modern medicine and psychology alike is to take a longi- 
tudinal view of life and of the individual. The test of 
the adult or of the school child forms a valuable cross- 
section revealing the present appearances, but these cannot 
be properly understood unless we trace them back to 
their origin. 

This reference to early l'fe is common to Freud, Jung, 
and Adler's hvpotheses. It is a commonplace of paediatric 
experience, Repeatedly we find definite evidence of 
occurrences in the second to the fifth year of life—the 
pre-school period of life—occurrences which represent the 
beginning of asthma, adenoids, stammering, etc. More 
and more adult fears and phobias are found to arise in 
this garden of childhood. This is the age of habit develop- 
ment, of habit control, of speech, of sleep, and of bodily 
functions. All sorts of tricks, capricious appetites, and 
eccentric behaviour are now recognized. The rapid growth 
of brain and body, the new contacts with the new worlds 
of the home and of the street, the steadily improving 
discovery and control of the individual’s body, all give 
possibilities of maladjustment in relatively plastic person- 
ality. The frequency of mild rickets, which affects the 
stability of brain as well as of body, is an important 
factor. 

The Doctor's Part 

When one thinks of the many doubtful habits which 
may persist at this age period and worry parents, one 
realizes how these difficulties tend to gravitate to the 
doctor. Some of these habits may be of little moment, 
such as nail-biting, nose-picking, thumb-sucking, hair- 
biting, teeth-grinding ; others may be more annoying, 
such as head-rolling, head-banging, habit-spasm, yet all 
are due to local irritation. On the other hand, the 
impulse in the background may be gratification in such 
habits as rumination, masturbation, and even enuresis, 
while subconscious factors may be responsible for speech 
disorders, sleep disorders, capricious appetite, tantrums, 
persistent lying, thieving, running away, and so on. In 
all the medical contribution is a very real one. 

Again in the pre-school period for the first time we can 
recognize the varying and blossoming personalities. No 
doubt even in the first year of life some types can be 
identified, but before the fifth year they are usually 
well developed. The difficulty of gaining control depends 
greatly on the particular type of child. Different types 
may occur in the same house, similar types in very 
different homes, while the children may differ markedly 
in type from either or both parents. All these variables 
must be appreciated before we deal adequately with the 
variable product and the problem itself. The reaction of 
the young child to certain home stresses will depend much 
on whether it is shy or friendly, timid or bold, subdued 
or boisterous, quiet or excitable, slow or alert, dull cr 
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sensitive, overbearing or affable. Behind these personality 
phases can at times be sensed a whole series of biochemical 
states or changes, perhaps periodic changes such as are 
seen in epilepsy, asthma, migraine. The endocrinal 
balance, allergic incompatibilities, and immunity develop- 
ment may all be actively manifest in the young child. 
The child is adjusting itself to two worlds, the world 
within as well as the world without, while new roads 
are being developed in its central nervous system. At 
the same time it is exposed to fire—the, at times, danger- 
damaging fire of infection—and its nutritional 
needs are not adequately recognized. The whole future 
of the child depends on the few years before school, a 
period when its character is in the melting-pot and will 
receive the stamp the impress of which will depend on 
the parent and home. The period of which the teacher 
has so little experience is the most important of all, and 
the parent can alone find help in the doctor. By the 
frequent repetition of various types, whether of environ- 


ous) OF 


ment, of response, or of personality, by all this experi- 
ence the doctor keen on his work becomes increasingly 
Work 


as a school doctor can form an excellent background to 


expert, surer in diagnosis and sounder in treatment. 


his work. 


Situation and Personnel of the Ideal Clinic 
Presuming child guidance clinics are developed, where 
By whom shoutd they be 
Hospitals are 


located ? 
will be their objective? 


should they be 
staffed? What 


frequently chosen. Aids to diagnosis are more ample 
and contacts more extensive with a large out-patient 
population. The medical control is unquestioned. Educa- 


tion departments also provide suitable locations, and much 
of the work on which modern practice is based was carried 
out at school, at a departmental office, or at an institution 
like the Children’s Court, and so on. 

Outside these two official relationships separate private 


clinics are known. Many parents do not wish to go near 


a hospital, and their child may not be of school age™ 
they do not naturally seek departmental help, and 


so private organizations cater for them. Unless some 


definite control could be established over the bona fides 
and training of the organizers these clinics might 
failures the quality of the work be 
ideal head of the clinic is a young man 
Best of all he is a doctor (medical) with wide sympathies, 
children, and the gift of 


Among doctors the choice would be one 


prove 
The 


and low. 


(Or 


a deep personal interest in 
handling them. 
who is versed in the study of paediatrics, while, in addition, 
some knowledge of psy« hiatry is helpful. School doctors 
make excellent recruits for this work, and possess a clearer 
the abnormal the 
the growth period of life. 

The combined physician, paediatrist, psvch‘atrist, and 
doctor will have, as 
psvchologist, 


idea of normal and and of needs of 


his second in command, a 
trained will the 
happenings at school and the reaction of the child to 


The final member of this trio is the trained 


school 
educational who explore 
mental tests. 
health or home 
home. 

In conclusion, may I again emphasize the importance 
of biological, physiological, and medical training for the 
fullest) appreciation of problems of personality. 
This not mean that the psychologist cannot, and 
does not, do excellent work in these problems, and a 
definite field of activity should be allowed to him. The 
same may be said of the home visitor or probation officer, 
or student, estimates the parental 
att'tude and conditions. But cannot regard 
these children as d’sembodied spirits any more than we 
should treat them merely as if they were animal bodies 
—a higher group of animal it is true, but merely biological 


visitor, who evaluates the parents in the 


these 


does 


social science who 


home we 
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entities. Both attitudes are incomplete. Mind and body 
are inextricably interwoven and dependent one on the 
other. The very integrat‘on that makes the individual 
organism must be recognized by an all-round view which 
watches every phase of its multiple reactions and 


responses. 


WIRE EXTENSION IN TREATMENT OF 
MANDIBULAR FRACTURES 


BY 
R. BROOKE, PxH.D., M.S. 
HONORARY SURGEON, ROYAL WEST SUSSEX HOSPITAL 


Among the large number of road accidents admitted to 
hospital in these days severe fractures of the lower jaw 
are not uncommon. fractured in 
more than one place, the fracture line is comminuted, and 
at one or other site is compound into the mouth. The 
patient is often unconscious on admission, suffering from 
mild or severe concussion, or a fractured base in addition 
to the fractured jaw. This complication, together with 


The bone usuaily 


Kirschner's wire 
Lhe patient's 


Fic. 1 means of 
passing through the 
head ts tixed to the 


Extension is applied by 
svmphvsis of the mandible 
bed by 


webbing straps. 


the oedema and swelling of the soft tissues, and the sepsis 
attendant on the difficulty in getting the mouth open for 
cleansing purposes, renders any immediate local treatment 
of the fracture difficult if not impossible, and adds con- 
siderably to the risk of inhalation pneumonia from any 
form of anaesthesia. In most cases the patient is there- 
fore given a four-tailed jaw bandage, which is worse than 
useless, and serves only to exaggerate any displacement 
of the fragments which may be present, while not im- 
mobilizing the jaw in the least. Nothing further is done 
until such time as the oedema and swelling has subsided, 
the sepsis in the mouth lessened, and the patient has 
reached a stage of convalescence. 

In hospital practice this takes usually from ten to 
twenty-one days, and during that time the fragments have 
been left out of alignment and unreduced, and in that 
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position have become fixed. Kt is now that the dental 
surgeon is called upon to manufacture some form of dental 
splint, and finds that it Is quite impossible to reproduce 
satisfactory alignment otf the lower and upper jaws, as 
the lower jaw is fixed in the displaced position and will 
not come forwards. In order to overcome this difficulty 
it has been the custom at the Royal West Sussex Hospital 
to treat these cases by extension. Applying the principles 
in common use in the treatment of fractures of the long 
bones, a Kirschner’s wire is passed transversely through 
the symphysis of the mandible and vertical weight exten- 
sion is applied by means of pulleys attached to a Balkan 
frame. The head is held down by webbing straps to the 
bed (see Fig. 1). It is found with this form of treatment 


Fic. 2.—Before reduction. Note the overhang of the upper jaw. 


Fic. 3.—Aiter reduction by wire extension. The alignment 
ot the upper and lewer jaws is restored. 


that the patient experiences great relief from pain, and 
is able to open the mouth much more freely almost at 
once. Liquid food is given at first, followed later by soft 
solids. The extension is left on until the local condition 
in the mouth has improved to such a degree that it is 
possible to fit a dental splint of the usual pattern, and 
this usually takes two to three weeks. Not only is there 
great relief from pain but the position of the fractured 
fragments is greatly improved (see Fig. 2, before reduc- 
tion, and Fig. 3, after reduction) and alignment is restored. 

The interest in this method of treatment is that it 
affords a practical method of treating severe compound 
fractures of the lower jaw into the mouth with comfort 
to the patient and without deformity or loss of alignment 
until such a time as the local condition has improved 
sufficiently for the dental surgeon to fit an appropriate 
form of dental splint. 
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LARYNGEAL GRANULOMA FOLLOWING 
INTRATRACHEAL INTUBATION 


BY 


R. BLAIR GOULD, M.B., Cu.B. 


HONORARY ASSISTANT ANAESTHETIST TO THE ROYAL DENTAL HOSPITAL 5 
HONORARY ANAESTHETIST TO THE GOLDEN SQUARE AND LONDON 
JEWISH HOSPITALS, AND TO ST. JOHN'S HOSPITAL, LEWISHAM 


The method of intratracheal intubation in anaesthesia has 
been practised extensively, both in this country and in 
America, since Elsberg first introduced it in 1910. Its 
manifest advantages are too well known to merit further 
description here, and, judging from experience and 
literature, complications are rare. Indeed, a_ search 
through the library of the Royal Society of Medicine has 
failed to disclose any published evidence of post-anaes- 
thetic complications following its use. 


On this subject Chevalier Jackson, an acknowledged 
authority on laryngeal surgery, states that ‘‘in regard to 
the effect [of intratracheal intubation] on the mucosa of the 
air passages, the author is able to state from post-anaesthetic 
laryngoscopy in 80 cases that there is no reaction in the 
larynx from the presence of the insufflation tube, even in 
prolonged anaesthesia by insufflation. In quite a number of 
cases anaesthetized by the ordinary method, there has been 
quite a great deal of local laryngeal reaction, probably from 
ether mucus bubbling back and forth in the larynx, so that 
from an observation of these 80 cases the author is prepared 
to say that there is less irritation in the larynx from an 
intratracheal insufflation tube than from an anaesthesia of 
corresponding duration by the open method.’’  (Peroral 
Endoscopy and Laryngoscopy, chapter iv.) 


On theoretical grounds it appears likely that the com- 
plication most to be expected would be a laryngitis, the 
pharyngitis and stomatitis so often attributed to the intra- 
tracheal tube being probably due to faulty technique, 
lack of sterility, too tight packing of the throat with 
coarse material, or to the manipulations of the surgeon. 


An Illustrative Case 


That damage-to the larynx may occur is, however, 
shown by the following case: 


A married woman, aged 48, suffering from carcinoma of the 
cervix uteri, was admitted to St. John’s Hospital, Lewisham, 
for a Wertheim’s hysterectomy in February, 1934. The 
operation proved to be difficult, and took three hours ten 
minutes. Anaesthesia was nitrous oxide, oxygen, and ether, 
delivered through a nasal endotracheal tube. This was a 
Magill’s tube, size 4, which was inserted by the “* blind ’”’ 
technique of Rowbotham and Magill at the first attempt and 
without any difficulty or forcing whatsoever, at a stage when 
the anaesthetic was sufficiently far advanced for the cords 
to be well relaxed. 

After the operation there was a good deal of retching, but 
no other complications. When seen by me a week later her 
condition was excellent, and she made no complaint of any 
throat trouble during her stay in hospital. She was discharged 
on March 13th. 

The patient was readmitted on May 22nd, with the follow- 
ing history: She now stated that while in hospital on the 
previous occasion she had noticed once or twice that “* her 
voice failed her ’’ for short periods, during which she could 
only speak in a whisper. Previous to this operation she had 
had no trouble of any kind with her voice, and, in fact, she 
sung contralto in the church choir and at concerts. After 
her discharge from hospital, however, these attacks of ‘* loss 
of voice ’’ occurred more frequently, especially while singing. 
On May 16th she woke up at 3 a.m. choking, blue in the 
face, and she could not breathe properly. After a few 
minutes her breath came back, but she could only talk in 
a whisper for some time, and her breathing was ‘‘ wheezing.” 
On May 21st she had a second attack of choking, more severe 
and prolonged than the first. She was readmitted to hospital 
as an emergency. 
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On laryngoscopic examination by Mr. J. W. 
under evipan anaesthesia a subglottic growth was seen, which 
This was removed with a punch. 


Harrison 


appeared to be a granuloma. 
On recovery from the anaesthetic 
normal. months later 
increasing hoarseness. ‘There 


the patient's voice was 
admitted for 
a slight recur- 


Two she was again 


was foun! to be 


rence of the growth, which was curetted. Since then there 
has been no turther trouble of any kind. 

The pathological report of the growth was as follows: 
“The specimen has the histological picture of granulation 
tissue undergoing degeneration. There are no giant cells or 
other indication of tuberculous or specitic infection, There 


are no epithelial cells or indication of a neoplastic process.” 


Comments 

The endotracheal tube as usually employed is curved 
appreciably, so that when in position in the larynx the 
The 


Moreover, 1n order to 


pointed distal end is curved anteriorly. bevel on 
this distal end is placed laterally. 
facilitate the passage of the tube “ blindly "’ a 
degree of hardness in the tube is desirable in order to 
obviate kinking. 

Apart from trauma which may be 


certain 


inflicted during the 
passage of the tube, it seems possible that the distal 
pointed extremity, if it should rest against any part of 
the laryngeal mucosa, would cause ulceration by the con- 
tinuous movements of the larynx against it during respira- 
tion. This would be more prone to occur if the tube 
were too hard, the end too sharply pointed or too 
sharply curved, or if the tube were not passed sufficiently 
deeply into the trachea. 
down from the nose would be likely to set up a laryngitis 
in conjunction with the irritation caused by the presence 
of the tube. 

These dangers may be avoided by a careful attention 
to the shape and condition of the tube, and to technique. 


Moreover, any infection carried 


The necessity for great gentleness and for sterility” is 


not always realized. Moreover, it is desirable that 
intubation should not be attempted until a sufficient depth 
of anaesthesia is reached to ensure that spasm of the 


glottis or its forced closure, as in coughing, will not take 
place. 

Pushing the tube against a closed glottis or pulling it 
up and the pharynx in an attempt to 
reluctant tube to enter the trachea when the head is in 


down force a 
the wrong position or the patient not sufficiently relaxed 
are both practices to be condemned. 

Finally, it appears to be a matter for argument whether 
the soft tube under direct not 
a safer and more surgical procedure than the ‘‘ blind ” 
stiffer tube. 


nasal sepsis cannot be 


passage of a Vision is 


passage of a Certunly, in all cases where 
intubation 
mouth is preferable to the nasal route. 


excluded through the 


I wish to express my gratitude to Mr. E. Hesketh Roberts 
and to Mr. J. W. Harrison tor their kind permission to 
publish this case, to the latter for the operative details, and 


to Dr. Arthur Davies for the pathological report. 
V.G. Nair (Journ. Ind. Med. Assoc., July, 1935, p. 488) 
records twenty-eight small-pox cases in patients aged 


months to 58 yvears who were treated by intra- 
injections of liver extract, not more than eight 
to ten being given in each In the discrete type 
four or five injections were sufficient in doses of 5 ¢.cm. 
daily for two or three days, followed by 2 c.cm. daily 
for another two or three days. It was found that this 
treatment modified the course of the disease, shortened 
its duration, abated the eruption, and prevented subse- 
quent disfigurement from scarring and pitting. The 
systemic disturbance soon disappeared, and the patient 
went through the attack with comparative comfort. None 
of the cases described showed the usual complications of 
small-pox, such as boils, subcutaneous abscesses, secondary 
septic fever, toxic rash, or phlebitis and thrombosis. 
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Clinical Memoranda 


Two Fatal Cases of Botulism 
The rarity of this very fatal type of food poisoning, 
together with the importance of the early recognition of 
the clinical signs, if the specific antiserum is to be of any 
avail, leads me to describe the signs and symptoms of 
the condition in two fatal cases occurring in two sisters, 
who died within eight hours of one another, and within 
at most forty-eight hours of the onset of any symptoms, 


CasE I 


A message to call on Mrs. O., aged 51, was received 


at midnight on Thursday, August 8th, 1935, the reason 
given being that the patient was unable to sce, speak, or 


swallow. When seen the patient was holding up her eyelids 
with her fingers in an attempt to look at me ; she spoke in 


an almost incoherent nasal voice, but was periectly rational, 


and could) write her requests, though she was_ terribly 
frightened. On examination there was double ptosis of the 
evelids, and the movements of the eyes in all directions were 
almost completely absent, there being but a flicker in the 


outward direction ; 
palate did not 
There 


the pupils were equal and active, the 
move, but the pharyngeal reflex was. still 
weakness of the limbs, knee jerks 
were normal, and the plantar reflexes flexor in type. There 
Was no actual ataxia, but the patient walked and stumbled 
like a blind person. The temperature was normal, the 
pulse 88, and the blood pressure 130° 80. The patient had 
vomited that day, and had noticed the drooping of her eye- 
lids (more marked on the nght) only that morning. She was 
moved to a nursing home at 2 a.m., but despite energetic 
treatment, including the injection of 50 c.cm. intravenously, 
and 25 c.cm. intramuscularly. of antibotulitic serum, she died 
at 8 p.m. on August 9th from respiratory failure. The striking 
svmptoms of the last few hours of her hie were acute pain 
in the region of the heart and the lower edge of the ribs on 
both She Dr. W. Kk. Wyhe, who con- 
firmed the diagnosis. 


present. Was no 


sides, was seen by 
Case II 

At 7 a.m. on Friday, August 9th, a message was received 
from the sister of the first patient, Mrs. J., aged 49, stating 
that on attempting to drink an early morning cup of tea she 
found that she unable to swallow. Seen half an hour 
later (she lived elsewhere, but the sisters had dined together 
at Mrs. J.’s home several days previously), she presented very 
There was ptosis of the evelids, but less com- 
plete than in Case 1. The movements of the eves were again 
almost entirely absent, the palate did not move, the speech 
was absolutely incoherent, and swallowing was impossible. 
There was, in addition, marked difficulty in breathing, and 
the patient complained of pain over the praecordium, She 
seemed definitely more ill than Case 1. She moved to 
the same nursing home, but died at 10 a.m., before any treat- 
Phere seems little doubt that 

years, who died after an illness 
than fortv-erght hours, the same 
infection. He had partaken of the same food on August 2nd 
or 3rd, became seriously ill on August 4th, and died the same 
A post-mortem examination was said to have shown 


Was 


similar signs. 


Was 


ment could be administered. 


the son of this case, aged 20 


less succumbed to 


lasting 


night 


tuberculous meningitis, but his symptoms as des ribed by 
Case 1 his aunt, were exactly similar to those of the 
other two. 


BACTERIOLOGY AND POST-MORTEM FINDINGS 


Bacteriological examination of the suspected nut-meat brawn 
a (sram-positive 


showed: (1) the presence in a direct smear of 
on culture of 


bacillus, apparently anaerobic ; (2) a 
(apparently) the same organism ; and (3) that Gram- 
positive anaerobic bacillus was spore-bearing. These findings 
conclusive as to the nature of the 

infection—namely, B. botulinus, 
Post-mortem examination of the 
usual, very little beyond the presence in the upper part of 
the small intestine of undigested matter. There 
was no local irritation. Microscopical examination of the brain 
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in one case showed acute degeneration of many of the nerve 
cells surrounded by a zone of acute inflammation, a condition 
which is common to both botulism and encephalitis lethargica. 


Discussion 

The diagnosis in Case 1 was ophthalmoplegia externa, 
? encephalitis lethargica, until the similarity of the symp- 
toms and signs in Case 11 made the diagnosis of botulism 
inevitable. It transpires (and for this information I am 
indebted to Dr. Pritchard, assistant medical officer of 
health, St. Pancras) that the food in question was a 
pottled vegetable preparation—‘* nut-meat brawn ’’—con- 
sisting of vegetables, carrots, peas, and a yeast gravy 
in jelly put up in a glass container. Both patients 
may have partaken of it on the Monday, Tuesday, 
Wednesday, and/or Thursday (the day before death 
occurred). Case If was vomiting all the previous day 
(Thursday), but attended the funeral (as did Case 1) of 
her son on that day, though she complained of no other 
specific symptoms except ‘‘ giddiness '’ until within a few 
hours of death, when difficulty in swallowing was noted. 
One must presume, however, that these signs were 
developing during that night, when the patient was not 
under observation. The completeness of the paralysis of 
the ocular muscles may be gauged from the fact that in 
neither case was diplopia complained of, though this is 
said to be a frequent early symptom. 

As it is possible that these and other cases may be 
the subject of an official inquiry from the public health 
point of view, no mention is made of the efforts to 
trace the source of the infected food ; but it is considered 
that, since only the early recognition of the nervous 
symptoms—for example, ptosis—will enable adequate use 
to be made of the specific antiserum, a description of 
cases recognized clinically will be of value. 

One feels that in Case uu, if less antiserum had been 
given, the result would probably have been more favour- 
able. At any rate, the improvement which was noted 
after the first intravenous injection did not continue after 
the intramuscular injection, and the final intravenous dose 
given about one hour before death did not seem to have 
any favourable effect on the condition. 

The symptoms of botulism are due to the ingestion of 
a certain small amount of preformed toxin, and not to 
the introduction of the bacillus or spores. This toxin has 
a selective action upon the oculomotor nuclei, extending, 
in fatal cases, to the nuclei of the other cranial nerves, 
death resulting from the involvement of the spinal 
accessory nerve and vagus nuclei, with the resultant 
action upon the heart. Some, however, would say that 
death can and does result from involvement of the 
respiratory centre itself. American observers state that 
the changes in the nerve cells are secondary to clotting 
changes in the small terminal arteries—branches of the 
vertebral arteries—and that the toxin therefore has really 
no direct action on the nerve cells themselves. Botulism 
differs from encephalitis lethargica in the absence of the 
characteristic somnolence, and from anterior poliomyelitis 
by the absence of fever. In severe cases, at any rate, 
it may be differentiated by the speed with which signs 
of cranial nerve paralysis develop. It is interesting to 
note that cases with vomiting are said to be invariably 
fatal. 

In the Loch Maree outbreak of 1922 no complete post- 
mortem examination was made of any of the cases, but 
bacteriological examination of the foodstuff—namely, wild 
duck paste—revealed the presence of B. botulinus. In 
this case, too, the container was of glass. 

In three cases reported since 1922, two of which re- 
covered, the foodstuff was not canned, but in two cases 
—one of which died—was the broth of a rabbit-and- 
Pigeon pie! Unfortunately no bacteriological proof was 


obtained of the presence of the organism in the food, and 
the same is true of the third case, in which the suspected 
foodstuff was jugged hare,? again not canned. In the 
fatal case a post-mortem examination revealed no cause 
of death. All three cases were therefore diagnosed on 
the clinical symptoms alone, and in one at least diarrhoea 
was present. so that there may have been a mixed 
infection. 

In the present cases the absence of local irritation in 
the gastro-intestinal tract seems to show that the vomit- 
ing, usually a sign of ill omen, was cerebral in type. 

I am indebted to Dr. Pritchard, assistant medical officer of 
health for St. Pancras, and to Dr. Sturdee of the Ministry 
of Health, for their assistance in obtaining antibotulitic serum 
within an hour of notification; also to Dr. Davis of 
Hampstead General Hospital for similar help. Again to Dr. 
Pritchard for the bacteriological findings and to Sir Bernard 
Spilsbury for details of the post-mortem. 


London, N. W. Lees TemMpceton, M.D. 
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DIVISION 


The Nervous Child 


At a meeting of the Rochester, Chatham, and Gillingham 
Division, held on June 12th, Dr. D. N. HarpcastTLe spoke 
on some psychological difficulties in children. 

Dr. Hardcastle emphasized the fact that these troubles 
have a definite bearing on later character, or might even 
predispose to a _ psychological illness during maturity. 
They were thus very different from the simple physical 
ailments of children. Throughout the whole range of life 
the driving force was derived from instinctive urges, but 
the modification and adaptability to external circumstances 
and internal needs depended almost entirely on the degree 
of development of the cerebral cortex. The physiology of 
the cortex might be summarized as capacity for thinking, 
which was really an experimental method of dealing with 
small quantities of energy. At birth the child was little 
more than an unconscious reflex being. By about the 
second month of life the afferent sensory fibres had 
acquired their myelin sheaths, from the synapses in the 
thalamic region as far up as the cortex, and at the same 
time the pyramidal tracts were getting their sheaths, but 
the cortex was otherwise immature. After the sixth 
month myelination progressed rapidly, but was not 
complete until adolescence. 

While the child’s mental] activities followed a purely 
instinctive pattern there would be an overwhelming 
feeling of anxiety if his needs were not immediately 
satisfied, for he was unable to anticipate a possible ending 
to his craving for satisfaction. The first step in develop- 
ment was the memory of the satisfying person or thing 
which could be recalled when the need again arose. There 
was a definite difference between the mental processes of 
the child and those of the adult. Most of the early 
thinking of infants had a hallucinatory vividness, which 
rendered differentiation between the reality of objects and 
their fantasy at first impossible. From this it was clear 
that the child had two sets of feelings associated with the 
same object. He got gratification of instinctive needs 
through his contact with the real object leading to cessa- 
tion of tension, but from the fantasy object only 
frustration resulted, leading to increase of tension. Gradu- 


ally the child came to distinguish between the first 
condition, which was the reality of the object, and the 
second, which was 
memory of it. 
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between his reality object and his hallucinatory image of 
it. These experiments in differentiation were one of the 
sources of anxiety in early childhood, 


PARENT RELATIONSHIP 

Other experiences of the young child concerned the 
parents in their relation to him. During his first few 
weeks of life he developed two fundamental reaction 
patterns: the desire to retain the things that satisfied 
and the desire to reject the things that caused displeasure. 
As soon as he appreciated the reality of persons about 
him, these people acquired a feeling tone which depended 


on whether they gave him pleasure or displeasure. The 
same person must, Of necessity, at times cause both 


feelings, so that the child developed two sets of ideas 
about one and the same person. Against those who 
frustrated him he built up in his imagination all sorts of 
cruel ideas and thoughts of revenge, which led on to a 
resulting fear of what they would do to him in turn, 
and these ideas came in conflict with the fact that these 
same people loved and succoured him. Thus a vicious 
circle was set up, because the child could not bring 
together these incompatible ideas of love and hate for 
the same person. This difficulty accounted for the rapid 
transitions of feeling seen in children. 

One way in which the child coped with this inevitable 
phase of development was the continued testing-out of 
the reality situation with the parents. Whatever he did 
or imagined himself doing to them, they continued to 
love him and maintained a fundamentally unchanged 
attitude. This enabled him to readjust his own inner 
feelings in terms of reality. The second method was to 
identify himself with the parent, having taken his con- 
ception of the parent into himself. This enabled him 
to withstand the urges of his instinctive impulses, but 
involved him in a further difficulty, in that he took in 
the ideas of both good parents and bad parents. 

This taking-in of the parent idea was a large factor 
in the formation of conscience, which represented the good 
aspect of authority, with which the child formed an 
alliance to keep in check the urges that he recognized as 
anti-social. Play was important, as it enabled the child to 
imagine himself as someone in authority, and to try out 
his thoughts and feelings in a miniature form of reality. 
In a rather different category was repression, by which 
the child actively kept away from consciousness his bad 
thoughts and his fears. Repression was a dynamic process 
that was always active. It had its physiological counter- 
part in the central nervous system, where higher levels 
always controlled the lower. So long as ideas were not 


repressed they were modifiable by external factors, and 
the growing child underwent a continual moulding and 


modification of his early impulses, thoughts, and ideas. 
Instinctive urges that were not repressed sought expres- 
sion in some form of compromise, which gave rise to the 
symptomatic behaviour of the nervous child. 


R. Wilenius (finska Ldkaresdllskapets Handlingar, 
June, 1935, p. 331) discusses the pathology and treatment 
of the swellings developing as a sequel to the subcutane- 
ous injection of emulsions of fats, oils, and other foreign 
bodies with therapeutic intent or to facilitate malingering. 
One of the author's illustrative of the latter 
objective, the patient being a Russian who during the 
great war had given himself ten subcutaneous injections 
of crude naphtha, lubricating oil, or fish-liver oil. In 
1934 the swellings broke down and discharged, and _ it 
was not until all the unhealthy granulation tissue had 
been removed at successive operations that the wound 
healed. Another case was that of a 51-year-old nurse 
who in 1931 had been given several injections of omnadin 
for bronchopneumonia, and who in 1982 had given herselt 
several injections of a watery solution of camphor in the 
right gluteal region. In 1934 a tumour developed in the 
same region and was successfully removed by operation. 
In this case no fatty substance had been injected. In 
the author's opinion a radical operation is the best treat- 
ment for such cases, whose differential diagnosis (tuber- 
culosis, syphilis, etc.) may be most difficult. 
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DISORDERS OF THE BLOOD 


One approaches a textbook on diseases of the blood by 
two climcal pathologists! with two fears. The first is 
that it may not be up to date and may still be labouring 
in sterile Germanic controversies as to whet is a megalo- 
blast or as to the exact degrees of relationship and 
precedence of the white blood cells. In this matter Drs, 
Wuirsy and Brirron pass with flying colours, as their 
book contains all the important recent work, including 
Meulengracht’s identification of the intrinsic factor with 
the secretion of the pyloric and Brunner’s glands ; whilst 
detailed kept in proper subordinate 
position. The second fear is that, though the pathology 
may be good, the clinical medicine may be less. satis- 
factory. In these days when there are so many scientific 
data it is difficult to make a book which is a book and 
not just a collection of facts. The medical naturalist 
tends to neglect his field work, and diseases are described 
by their elements and not as a whole. The present book 
is not entirely immune from this criticism, but it is 
nevertheless a very competent account of the disorders 
of the The first 150 pages are devoted to the 
physiology and pathology of the blood-forming organs, the 
next 300 to the disorders of the blood, and the last 50 
pages to technique. The allocation of to the 
various diseases corresponds closely with their importance 
and frequency. The book is well des‘gned to meet the 
requirements of the senior student, house-physician, or 
practitioner. The haematologist will find no new facts 
or theories, but he will be impressed by the fairness of 
the authors’ judgement and the skill with which they 
have compressed a vast subject into a smail space without 
deforming it. The eight coloured plates and the numerous 
text illustrations are excellent. Minor criticisms are that 
the limits of the normal white cell count, and the pre- 
cautions to be taken in making these counts, are discussed 
too briefly for a subject of such importance. Widal’s 
haemoclasic should either be omitted or be more 
strongly condemned. Stab cell’ and stab count” 
are horrid anglicizations ; why not staff’: These are 
small points, however, and it can be truly said that the 
book fills compietely the need which has been for some 
time apparent for a simple English textbook on diseases 
of the blood. 

The discussion of the concentration of haemoglobin in 
the blood and the methods for its estimation shows the 
confusion which still exists about this fundamental deter- 
mination. It seems inconceivable that in so precise a 
science as haematology the two standards in common use 
should differ as widely as they do. The 100 per cent. of 
Haldane is equivalent to 18.8 grams of haemoglobin per 
100 c.cm. of blood, while the 100 per cent. ot Sahli is 
equivalent to 17.3 grams. Neither of these standards 
has now a rational basis. Whitby and Britton do not refer 
to the section on haemoglobin in Quantitative Clinical 
Chemistry, Vol. I, Interpretations, by J. P. Peters 
and D. D. van Slyke, which is probably the best account 
of the subject. 

An accurate colorimetric test for haemeglobin must be 
based on standards prepared by oxygen capacity determina- 
tions. The oxygen caprcitv of the blocd of healthy young 
adult males is 20.9 volumes per cent. The exact combining 
power of a gram of pure dry human hacmoglobin is unknown, 
but it is usual to employ Hiifner’s factor 1.34, which is the 
combining power of a gram of ox haemoglobin ; 20.9 volumes 
per cent. oxygen capacity would thus represent 15.6 grams 
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' Disorders of the Blood. By Lionel E. H. Whitbv, C.V.0. 
London: J. and A. Churchill, Ltd 1935. (Pp 543; 53 figures, 12 
plates (8 coloured). 21s.) 
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of haemoglobin per 100 c.cm. ot blood. Peters and van Slyke 
are opposed to the practice of expressing blood haemoglobin 
contents as percentages, owing to the physiological variations 
at different ages and in the two sexes. In clinical work, 
however, percentage values are more familiar than grams, 
and they are used in the estimation of the colour index. 
For this last purpose it is desirable that 100° per cent. 
haemoglobin should be equivalent to the normal haemoglobin 
content of 5 million red cells. The blood of a healthy young 
adult male contains on the average 5.4 million red blood 
cells and has an oxygen capacity of 20.9 volumes per cent., 
which represents 15.6 grams of haemoglobin. A simple 
calculation shows that 100 per cent. haemoglobin should be 
equivalent to an oxygen capacity of 19.4 volumes per cent., 
or 14.4 grams of haemoglobin per cent. 

The present Haldane method thus gives values about 

cent. too low and the Sahli gives values about 20 per 
4 per ce § 
cent. too high. There are other intrinsic defects in the 
Sahli acid-haematin method, and these instruments really 
need calibrating throughout their whole range by a more 
accurate method. Haemoglobinometry is now so widely 
used, not only in the study of disease but also in the 
detection of malnutrition, that it is very desirable that 
there should be general acceptance of a uniform standard, 
so that the results of different observers can be strictly 
comparable. 

It is interesting to see mycosis fungoides placed in 
juxtaposition to the leukaemias, and one would have 
preferred to see Hodgkin’s disease there also, and not 
with affections of the spleen. Indeed, there are no 
important affections of the spleen, for splenic anaemia 
is almost certainly a primary hepatic or portal disorder, 
and many haematologists would need a great deal more 
evidence than is here provided that its evolution is in 
any material way influenced by splenectomy. Leukaemia 
and Hodgkin's disease are now the great problems of 
haematology, and it is in this direction that any further 
notable advance must be made. And just as the eluci- 
dation of the dyshaemopoietic anaemias has thrown new 
i on e processes of nutrition and digestion, so 1 
light the p f trit 1 digest t 
is probable that the aetiology of leukaemia and Hodgkin’s 
disease is closely linked with that of the malignant 
growths. But these speculations must be cut short ; not, 
it is hoped, before they have indicated the interest aroused 
by reading Whitby and Britton’s book. 


THE CRITICAL AGE 

L’Age Critique (Etude Pathogénique et Clinique),? by 
Professor G. MaraNoOn of Madrid and translated by Dr. J. 
SanyuRGO D’ARELLANO, has been revised for this purpose 
by the author. It contains much interesting informatio 
drawn from long experience, and shows a wide acquain- 
tance with the literature of the subject. The critical age 
is the climacteric, and covers a much longer period than 
the menopause, which is only an isolated event—the cessa- 
tion of menstruation—so that these two words should not, 
as they often are, be used as synonymous. A climacteric 
was formerly, and even now is sometimes, said to occur 
in men ; but Professor Maranén does not agree with this 
view of describing the ageing process in males. Twenty 
years ago he put forward the conclusion that the 
climacteric in women is not entirely due to ovarian in- 
adequacy, but is the result of a multiglandular disorder 
consisting of ovarian insufficiency, hyperthyroid insta- 
bility, excessive adrenal activity, and hypopituitarism, 
and now expands this thesis. 

The normal pathological manifestations of the 
climacteric are considered in considerable detail ; these 
two accompaniments have been respectively described 
optimistically as prolonging life and otherwise as_ being 


a hell. Women are divided into three constitutional 
L’Age Ci (Etude Pathogénique et Clinique By G. 
Marafion. Paris: Libraire Felix Alcan. 1984. (Pp. xix + 833. 


40 fr.) 


sexual or viriloid, and of these the last is the most prone 
to serious symptoms. The duration of the normal 
climacteric has been variously estimated, two to three 
years being often suggested, but it is laid down here that 
if it lasts more than twelve months there is some active 
pathological factor at work, especially of the circulatory 
system. 

With regard to the causation of some of the events 
which may accompany the cliamacteric many points of 
interest are brought out. The so-called climacteric 
arthritis is regarded as similar to joint disease at other 
ages, and not directly due to ovarian or other hormonic 
disorders, but the latter are said to favour focal sepsis. 
The virilism is regarded as due to extragonadal hormones, 
especially that of the adrenal cortex. The hypersexuality 
sometimes obvious at the ‘‘ dangerous age’’ may be due 
to various -physical causes, such as a transient phase of 
ovarian overactivity before final extinction ; or enlarge- 
ment of the clitoris, a virile modification ; or to the 
irritation of vulvar prurigo. Or it may be psychical— 
a desire to live intensely before the sands of time actually 
run out. In the last chapter the treatment, commencing 
with ovarian preparations, is systematically considered. 


THE OSTEOPATHIC LESION 


The ‘‘ osteopathic lesion ’’ is the most elusive of things. 
In spite of a diligent search of late it has not yet dis- 
closed itself. We know that some members of a Select 
Committee of the House of Lords appeared to believe that 
they had seen one in a set of radiograms that were dis- 
played before them, but in these the more skilled observers 
present saw only an ordinary curvature of the spine. The 
possessor of ten thousand microscope sections wherewith 
to instruct osteopathic students was obliged to admit that 
not one of them showed any proof of the lesion ; and 
another osteopathic professor who had figured, in an 
accepted textbook, a section purporting to show signs 
of the lesion, proved himself ignorant of the nature of 
the structures and appearances at which he was looking. 
All the accredited anatomists and pathologists of the world 
have failed to observe it ; and now it has a book all to 
itself, The Osteopathic Lesion,* by GEORGE MACDONALD 
and W. HarGRAVE-WILson, Doctors of Osteopathy, the 
former also a medical graduate of the University of Edin- 
burgh. These authors, though they have no doubt of 
the actual existence and immense importance of the 
lesion, yet agree that search for it has been inadequate 
and unconvincing ; that it cannot be seen post mortem ; 
and that, owing to a number of unfortunate circum- 
stances, it cannot be certainly demonstrated even by 
stereoscopic x-ray photographs. They say, however, that 
it can be produced in a laboratory ; that it is implied by 
tenderness over the spine and some lack of mobility of 
spinal joints ; and that it is proved by the success of those 
who base their treatment on the supposition that it consti- 
tutes the predisposing or exciting cause of every morbid 
condition. Happily, empirical success may accompany 
a false pathology, or what would have been the reputation 
of Hippocrates? 

The argument as set out seems to be much as follows. 
There are a number of joints (described as “ rather 
unique ’’) associated with the spine. Joints are liable to 
strain. There are nerves and blood vessels throughout 
the body, and, directly or indirectly, they all have some 
connexion with the spinal cord, the spinal column, or their 
immediate neighbourhood. Therefore strain of a spinal 
joint is the predominant condition present in disease, and 


* The Osteopathic Lesien. By George Macdonald, M.B., Ch.B., 
D.O., and W. Hargrave-Wilson, D.O. Londen: William Heinemann 
Ltd. 1935. (Pp. 141; 7s. 6d. net ) 
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correction of this strain is the essential of all treatment, 
and certainly more effective than any other. The logic 
seems faulty, and some even more remarkable conclusions 
are arrived at. For example, some mental states may 
lead to muscular action, therefore osteopathic spinal 
lesions may be produced by mental states, and treatment 
by manipulation of the secondary lesions so produced 
will cure the mental state which produced them. All 
these things, and cognate matters, are set out in this 
book. They are set out in a clear and interesting way, 
with evident sincerity and earnest faith on the part of 
the authors. Seekers after truth in these matters may well 
read it, for they will get to know the way in which the 
more educated and respectable osteopaths think. The 
only things lacking are the faculty of effective criticism 
and a knowledge of what constitutes scientific evidence. 


GENITO-URINARY DISEASES 
Dr. Austry Dopson states in his preface that his little 
book on this subject’ is designed to give the medical 
student and the general practitioner the essential facts con- 
nected with urology. We feel that it will be of greater use 
to the latter than to the former, the reason being that all 
surgical details are omitted. The student is expected to 
know something about the surgical treatment of a 
urological case, while the general practitioner is rarely 
called upon to operate. The greater part of the work is 
occupied with symptomatology and pathology. The author 
is careful to indicate when surgical treatment is neces- 
sary, but he not describe the operation. He 
mentions the chief points in medical and general treat- 
ment, and enumerates the indications for operation, but 
as far as he goes. If this limitation is clearly 
understood have nothing but praise for the work. 
The symptoms and the pathological changes are alike 
clearly though briefly described, but nothing of practical 
importance is omitted. The paragraphs on differential 
diagnosis are particularly helpful to one who has to depend 
entirely on physical examination. The assistance to be 
from radiography and 


does 


this is 
we 


obtained cystoscopy also 
indicated. 

There are over one hundred illustrations, most of them 
being pen-and-ink drawings of a diagrammatic nature. 
Where they are used to represent radiograms, or illustrate 
the effects of disease, they are excellent, but they are 
not so satisfactory in depicting cystoscopic findings. We 
feel that half-tone blocks would have been better, and 
not much more expensive, for the last type of illustration. 
On the whole this book will be a useful addition to the 
library of any general practitioner, as it will enable him 
to refresh his memory on the symptoms presented by 
urinary diseases in the shortest possible time. 


THE OFFSPRING OF MORPHINISTS 


‘“ The Children of Male and Female Morphinists,’’> by 
Dr. Kurr PoHLIscH, is a monograph which deals with 
the important problem of the effects on offspring of injury 
to the parental germ cells. Many experiments have been 
made to try to determine whether parental alcoholism 
produces degeneration in the offspring, but they have 
given very inconclusive results. The author recalls the 
well-known observation that morphinism may produce 
disturbances of sexual function and therefore probably 
affects the germ plasm. | He studied the psychology of the 


* Synopsis of Genito-urinary Diseases. By Austin I. Dodson, 
London: H. INimpton. 1934 (Pp. 
figures 12s. 6d. net 
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offspring of a large group of morphinists, and the general 
result of the investigation was to show that out of 395 
offspring of morphinists 69 per cent. were normal, 26 per 
cent. psychopathic, 3 per cent. mental deficients, and 
1 per cent, epileptics. Furthermore, it was found that 
only I per cent. of the ofispring became morphinists, and 
the author points out that morphinism forms a striking 
contrast to alcoholism, since the latter tends to be in- 
herited but not the former. In the final chapter Dr, 
Pohlisch discusses the problem of sterilization, and con. 
cludes that morphinism is a sel{-sterilizing process, and 
that, since the habit is not hereditary, legal sterilization 


is not indicated, although the high incidence of psycho- 
pathy among the offspring must be recognized. a 


Notes on Books 

To the pocket monograph series of practical medicine 
there has been added a little book, by Mr. O. Gayer 
MORGAN, on Ophthalmology in_ General Practice (Bale, 
Sons and Danielsson, 2s. 6d.). This contains eleven short 
essays on different aspects of eye disease or treatment, 
Each gives a clear and interesting picture of the subject. 
There are also inserted pages of illustrations that assist 
the text. The book makes pleasant reading, and it may 
be recommended to the general practitioner who desires 
to browse easily upon the pleasant pastures of ophthalmo- 
logy without daring to venture into unknown and 
intricate by-ways. 


The second volume of the forty-fifth series of Inter- 
national Clinics (Lippincott, 50s.) is divided into three 
parts, devoted respectively to medicine, surgery, and 
recent progress in obstetrics and paediatrics. The medical 
part consists of eleven papers on various medical subjects, 


including, among others, two on heart pain, by the 
editor and Dr. Walter W. Hamburger respectively ; 


progress in heart disease, by Dr. A. G. Gibson of Oxtord ; 
diagnosis of perforated septic ulcer, by Dr. Leroy U. 
Gardner of Saranac Lake, New York ; epilepsy in child- 
hood, by Dr. M. G. Peterman of Milwaukee ; and haemo- 
lytic anaemia, by Dr. Hugh Josephs of Baltimore. In the 
surgical section Dr. Leo Elsaesser of San Francisco dis- 
cusses chronic bronchial stenosis, Dr. Leo Brady renal 
lesions caused by the staphylococcus, and Dr. Isidore 


Cohen masses in the groin. The review on obstetrical 
progress, which is written by Dr. Nicholson J. Eastman 


of Peiping, deals with the anaemias of pregnancy, and the 
review of paediatrics, by Dr. Lawson Wilkins of Balti- 
more, with the diagnosis and treatment of pyuria in 
childhood. 


The addresses delivered at the dedication of the new 
Lilly Research Laboratories in Indianapolis, Indiana, last 
October have now been published in book form in a 
limited edition. There has also been included a descrip- 
tion of the new buildings, which comprise departments 
for research in biochemistry, organic chemistry, pharma- 
cology, bacteriology, and immunology, medical thera- 
peutics, an animal building with air-conditioning plant, 
and a library. Sir Henry Dale’s contribution to the 
informal discussions dealt more particularly with the 
chemical transmission of the effects of impulses in the 
central nervous system, and a full abstract is printed. 
Dr. Carl Voegtlin of Washington reviews recent additions 
to knowledge of the chemistry of cell division. The action 
of certain oxidative stimulants and depressants on respira- 
tion and cel! division is considered in a joint paper by Drs. 
G. H. A. Clowes and M. E. Krahl! of the Laboratories, 
while Drs. Irving Langmuir and Katherine Blodgett of 
the Research Laboratory of the General Electric Com- 
pany, Schenectady, New York, report some new methods 
of studying monomolecular films. Dr. George R. Minot 
of Harvard University emphasizes the special charactet- 
istics of the clinical investigative laboratory which deals 
with the data obtained from consecutive records of the 
patients. Dr. E. P. Joslin, also of Harvard, reveals how 
the expectation of life in diabetics has been increased by 
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the use of insulin. Three papers stand out in an imposing 
series: Dr. Irving Langmuir, an associate director of the 
Laboratories, reviews the unpredictable results of research ; 
Sir Frederick Banting recalls the early story of insulin = 
and Sir Henry Dale discusses chemical ideas in medicine 
and biology. It will be seen that this fine volume is much 
more than a memento of a historic and inspiring occasion. 
It is a compendium of the advance of scientific research 
in certain directions, revealing how the past has led to 
the present, and indicating how still further progress may 
be expected in the future. It is therefore of interest to 
a far wider circle than those who were present when the 
new era dawned for already famous laboratories. 


NOTES 


A second edition has been published this year of the 
Laboratory Manual of the Department of Bacteriology 
and Immunology of the Peiping Union Medical College 
(Kwang Yuan Press, Peiping, 1.50 dollars). It has been 
prepared under the direction of Dr. C. E. Lim, head of the 
department, _and now managing editor of the Medical 
Journal of China. The first edition was noticed in our 
issue of December 14th, 1929. This little work professes 
to be nothing more than a handbook for the guidance of 
students and staff members—a_ collection in convenient 
form of the methods which experience has shown to be 


of value. 


The publication of the forty-sixth number of the 
Transactions of the Cremation Society has been delayed 
owing to the change in the Society's constitution, which 
enables it to carry on the business of industrial assurance 
in order to provide cremation benefits to the wage-earning 
class. When the Society was founded in 1874 cremation 
was regarded as the ultimate luxury of the leisured and 
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wealthy few, but in a more democratic age and with 
the establishment of crematoria in all large centres of 
population there has sprung up a demand for cremation 
amongst the less wealthy section of the community. The 
Society’s new scheme of group assurance provides crema- 
tion benefits by means of small weekly payments spread 
over a limited period, and from the experience gained in 
some Continental countries, where cremation is rapidly 
superseding burial as the method of disposal, it is hoped 
that the proposal will appeal to a large proportion of 
the industrial population. The Society's address is 23, 
Nottingham Place, London, W.1. 


Morrow and SanpstroM’s Bicchemical Laboratory 
Methods (Chapman and Hall, 18s. 6d.), unlike so many 
textbooks of practical biochemistry, strikes out a fresh 
line in that it dees not deal primarily with the medical 
aspects of biochemistry, or even with the chemical aspects 
of mammalian physiology. Its authors are primarily 
interested in agricultural biochemistry, and the book 
itself contains exercises which illustrate the wider and 
more fundamental biochemical principles. A good deal of 
space is devoted to physico-chemical work. A number of 
standard pieces of biochemical technique are dealt with, 
and considerable attention is given to work on enzymes. 
The book is quite a short one, and it is possible that a 
rather more detailed description of laboratory methods 
would have been of advantage, though clearly this could 
have been achieved only at the expense of a considerable 
increase in length. The publication of a second edition 
emphasizes the fact that biochemistry is rapidly becoming 
a subject with a discipline of its own, and not a mere 
adjunct to physiology or to medicine. 


Preparations and Appliances 


IMPROVED DRINKER APPARATUS 


Dr. WitttaMmM GuNN (North-Eastern Hospital, London, N.15) 
writes: Numerous inquiries have been received by the Public 
Health Department of the London County Council concerning 
the new Drinker respirator recently the Jubilee 
Exhibition at County Hall. Some the new 
apparatus, which has since been used with success in cases 


shown at 
details of 


of poliomyelitis, post- 


tendency to chafing of the neck, which was_ frequently 
encountered in previous models (due to the movement of the 
rubber collar) is obviated in the new machine. Sorbo 
material is substituted for rubber, and to-and-fro movement 
is prevented by inserting thin metal plates on either side 
of the collar, providing a fixed yet soft airtight cushion 
around the neck. 


diphtheritic paralysis, 
and =pulmonary 
lapse, are givens below. 
The fea- 


col- 


essential 


tures of previous 
models are retained, 
bie the new 
machine the chamber 
is mounted on 
stout chassis, which is 
capable ot being 
tilted up and down 
to an angle of 30 
degrees by means of 
self-locking worm 
operated by a wheel, 
such as is used in 
operation tables. 9 This 
device allows the 
patient to be placed 
in the appropriate 
postures for  broncho- 
pneumonia or for 


pharyngeal 


paralysis 


The power unit is 
mounted on a separate 
chassis and connected 
to the chamber by a 
wide-bore flexible pipe 
by an automatic 
coupling device. This 
arrangement conduces 
to silence and freedom 
from vibration, which 
can be made absolute 
by placing the motor 
in another room. The 
respirauon rate can be 
varied at will from 
18 to 34 per minute 
by the lever which 
controls the speed of 
the motor, and nega- 
tive pressures up to 
30 cm. can be 
maintained indefnitely. 
For most purposes 
pressures. of to 


with the minimum of 

discomfort. hinged cover plates the 
arranged that they can be readily removed and replaced by 
tubular extensions for the arms, whereby the patient can be 
nursed on an acroplane or like splint, tor upper arm paralysis, 
without disturbing the requisite negative suction pressure. 
An additional cover plate and suitably placed ports afford 
easy access to the interior, rendering it unnecessary to open 
the chamber to give routine attention to the patient. The 


Two sides are so 


18 cm. secure adequate 
respiratory excursion and exchange of gases provided a free 
airway is maintained. In the event of motor breakdown, 
or failure of current supply, the power unit is readily dis- 
connected, and the bellows can be operated manually by 
means of a conveniently placed lever. 

Messrs. Siebe Gorman and Company, Westminster Bridge 
Road, London, S.E.1, are the sole makers, and hold the 
patent rights in this country. 
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THE PRESIDENTIAL ADDRESS 
In Sir James Barrett’s presidential address, delivered 
on September 10th at Melbourne and reported at 
page 485, readers will find an interesting, clear, and 
suggestive statement of hospital problems as_ they 
present themselves in Australia and New Zealand, and 
as they appear to an expert observer in Australia to 
exist in Great Britain. The problems that have to be 
solved here and in Australia are not dissimilar ; the 
decisions on policy that have, or have had, to be made 
are of much the same kind ; but the parallels and 
contrasts that the President draws between the hospital 
systems in Victoria, in New Zealand, and in Great 
Britain are illuminating and instructive. The questions 
to which he directs attention are four in number: How 
should the nursing and hospital requirements of rural 


be 


or bush areas be supplied? Should hospitals 
nationalized or not? What is the optimum size of an 
urban hospital? What is the best method of training 
nurses? On each of these questions Sir James Barrett 
has something of real value to say, and he says it with 
a clarity and emphasis for which he deserves, and will 
receive, the thanks of the members of the Association, 
which delights to greet him as its President. 

Sir James treats the second of these questions as 
the main one, but deals with the first as making an 
important contribution to its answer. He describes 
in some detail the activities and development of the 
Victorian Bush Nursing Association, of which he has 
himself been the honorary secretary since its incep- 
tion in the year 1911, not only as a highly successful 
organization for meeting the needs of a sparse and 
scattered population for nursing services and hospital 
beds, but as a system of hospital provision which jis 
completely self-supporting. With this he contrasts the 
Victorian public (or, as we should say in England, 
voluntary) hospital system, which he describes as being 
“at the parting of the ways,’” the English system of com- 
bined voluntary and council hospitals, which he describes 
as ‘‘ complicated and partially nationalized,’’ and 
the New Zealand system, which has been almost com- 
pletely nationalized since the year 1909. By means of 
a number of interesting statistical tables the President 
shows the growth of hospital services and costs in 
Victoria and in New Zealand since the first decade of 
the century. The figures, both in their growth and ‘n 
their contrast, are suggestive. In the State of Victoria 
the population has increased by 53.6 per cent., the 
number of hospital in-patients by 238.6 per cent. 
and of out-patients by 284.9 per cent. In 1900 the 
number of persons treated at public hospitals was 7.2 
per cent. of the population ; in 1920 the percentage 
was 8.5 ; in 1934 it was 17.4. As to finance, the per- 
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centage of charitable contributions was halved, that of 
patients’ contributions was more than doubled, while 
that of communal grants slightly decreased. Ip New 
Zealand, since financial responsibility was transferred 
to the ratepayer and taxpayer, the occupied hospital 
beds have increased threefold, and the expenditure 
upon them more than fivefold. Gifts and legacies are 
materially reduced. In New Zealand, with a popula 
tion of 1,560,000, the cost of hospital maintenance j 
£935,000 a year; in Victoria, with a population of 
1,840,000, it is £705,000. 

Clearly, a nationalized system almost puts an end to 
charitable contributions, makes the collection of fees 
from patients more difficult, enormously increases com. 
munal expenditure, and tends, at least, to increase 
the total cost. These considerations must have a direct 
bearing upon policy. Further, as the President says, 
it is evident that ‘‘ the sole cause of the hospital 
problem is not want of money, but simply that tens 
of thousands of people now resort to the hospitals who 
did not do so formerly. A great change of attitude has 
taken place.’’ He adds, ‘* But this profound change 
in attitude has been accompanied by the tacit assump- 
tion that medical experts will continue to give honorary 
service just as if they were officers of a charitable 
institution.’’ He does not believe that nationalization 
is either inevitable or advantageous, and_ thinks it 
would be definitely detrimental from the humanitarian 
point of view. 

Sir James relatively brief remarks on the 
English system are based almost entirely upon an 
address given by Sir Basil Blackett in 1932. Important 
as this address was, it is not an entirely reliable guide 
to some aspects of the situation. As was noted at the 
time, exception could be taken to several statements 
concerning the national health insurance service ; and 
it is of some importance that this should be borne in 
mind with regard to the President’s brief allusions to 
this. In his references to other matters it is interesting 
to note that Sir James regards as satisfactory features 
of the Bush service that ‘‘ all patients are required to 
make their own arrangements with their medical atten- 
dant, a system which, being essentially human, has 
worked exceedingly well’’ ; and that ‘* medical prac- 
titioners who treat patients in these hospitals become 
cx officio members of the committee of management.’ 
He concludes that from 300 to 400 beds is the optimum 
size for a hospital, and that, where accommodation 
beyond this is needed, the building of a new hospital 
elsewhere is preferable to an effort to extend the old 
one. He believes, also, that the staffing of hospitals by 
nursing trainees is inadvisable, and that nurses should 
be trained in a similar way to students of medicine. 

It will be found that this year the presidential address 
is of more than usual interest and of immediate practical 
importance. It raises questions which are under col- 
sideration in this country as well as in Australia, and 
is a contribution to their solution worthy of the British 
Medical Association and of the exceptional circum 
stances under which it was delivered. 
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HEALTH: A JUBILEE RETROSPECT 
The Annual Report of the Ministry of Health has 
a less direct appeal to the medical mind than the 
separate review of the state of the people’s health, 
which will appear later over the signature of the 
Chief Medical Officer of the Ministry. As a record of 
facts, however, and therefore as a work of reference, 
it has a special value of its own, for it deals with every 
activity of the Department, touching on administrative 
problems of local government and furnishing financial 
figures which are often revealing as words. 
Sometimes, also, it contains one or more sections in 
which some special aspects of the public health are 
discussed with less than the usual official reticence. 
For instance, last year’s report had passages 
vigorously criticizing the apathy of those county and 
county borough councils whose reluctance to take 
health and medicine out of the Poor Law had been 
disclosed by the surveys carried out under the pro- 
visions of the Act of 1929. This being both Jubilee 
year and the anniversary of the inauguration of local 
government, and also, by a curious coincidence, the 
year that has seen the retirement of the first Chief 
Medical Officer of the Ministry and the transfer to 
other spheres of the secretary who has controlled its 
activities almost from the outset, perhaps it is natural 
that more should be said about past progress and less 
about shortcomings. 

The developments public health during His 
Majesty’s reign have indeed been remarkable. Health 
insurance has come into being, and, in 1934, 16,450,000 
persons were cligible for its benefits in England and 
Wales. Medical benefit was afforded through 16,500 
insurance practitioners, who received over £6,500,000 
in fees and £204,000 on account of mileage in rural 
areas, in addition to payments for drugs and appli- 
ances. The disbursement over the past ten years of 
more than £240,000,000 statutory sickness, 
maternity, and medical benefits is a measure of the 
magnitude of the scheme, and its financial soundness 
is revealed by the capacity of the approved societies 
to spend further £23,000,000 on treatment 
additional benefits during the same period. When to 
these sums are added £335,000,000 under the Con- 
tributory Pensions Acts and the provisions of un- 
employment insurance through the Ministry of Labour, 
some idea may be gained as to the extent to which 
the distresses of the people have been alleviated and 
sickness due to extreme degrees of poverty forestalled. 
In addition to the provision of two and a half million 
houses since the armistice, many of which probably 


do not afford accommodation for that section of the | 


population whose living conditions closely affect their 
health, a brisk beginning has been made with the 
programme for closing 280,000 slum houses, and the 
tehousing of 1,300,000 people displaced from them. 
The Housing Act, 1935, if it is vigorously operated by 
local authorities, should prove an effective instrument 
for eradicating overcrowding in houses—the most 


dangerous of environmental circumstances from the 
medical standpoint. In the long view, perhaps the 
greatest advance in recent years has been in the 
administrative field, associated with the transfer of 
Poor Law functions to county and county borough 
councils as the result of the Local Government Act, 
1929. The creation of a single authority vested with 
the power and responsibility for providing all the 
major medical services, including hospitals, and the 
removal of the stigma of pauperism from the accept- 
ance of these benefits, are changes which touch the 
lives of 80 per cent. of the people and matters of first- 
class interest to the medical profession. 

They are, indeed, the logical outcome of the rapid 
developments in the personal services which have 
characterized the evolution of local government during 
these twenty-five years, commencing with school 
medicine and extending to the care of the tuberculous, 
the welfare of mental defectives, the prevention and 
treatment of venereal diseases, and varied provision 
for children under school age, pregnant women, and 
parturient and nursing mothers. In some of these fields 
the growth of the services and the results have been 
striking. For instance, the number of tuberculosis dis- 
pensaries in 1911 was eighty, and of sanatorium beds 
about 1,500, whereas in 1934 there were 478 dis- 
pensaries and 587 institutions with 28,900 beds. The 
standardized death rate per 1,000,000 from tuberculosis 
in 1910 was 1,422 (respiratory 988, non-respiratory 
434), as compared with 999 in 1933 (respiratory 639, 
non-respiratory 160). A fall of 30 per cent. in this, 
one of the major killing diseases, is a matter for the 
greatest satisfaction, even if there is evidence from its 
previous history that tuberculosis schemes can hardly 
claim all the credit. Such figures as are available with 
regard to syphilis are equally gratifying, for the 
standardized death rates per 1,000,000 from general 
paralysis of the insane have fallen, for males and 
females respectively, from 94 to 31 and from 24 to 9, 
while the death rate from syphilis per 1,000,000 
children at ages 0 to 5 has declined from 291 to 75. 
Infant welfare clinics, which hardly existed at the 
beginning of the reign, now number 3,186, and there 
are 1,494 ante-natal clinics, at which 255,218 women 
made 980,530 attendances in 1934, while 7,909 beds 
were available in maternity homes and hospitals for 
women requiring intern confinement. The falling rate 
of infant mortality has become a commonplace ; in 
1910 it was 105 per 1,000 live births ; in 1933, 64. 
i:qually a matter of common knowledge and comment 
is the failure of the rate of puerperal mortality to 
decline. Special mention is made in the report of 
the recent proposals of the Joint Council of Midwifery 
for the establishment of a whole-time staff of salaried 
midwives by the local authority in every area where 
there is not already such a service under voluntary 
management, a scheme which has been referred by 
the Minister to Associations of Local Authorities for 
their views. In the meantime, officers of the Ministry 
are making intensive inquiry into the circumstances 
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of those areas where the rate of maternal mortality 
is highest, and also of some districts with exceptionally 
low rates. The results of these investigations will be 
awaited with keen interest. 

Certain other statements in the report may give 
rise to some disappointment. While seven further 
appropriations of Poor Law hospitals have taken place 
during the year, 73,184 beds for the sick, outside 
London, remain under the Poor Law, as compared 
with 21,898 in general hospitals administered under 
the Local Government or Public Health Acts. In the 
counties (again excluding London) there are 44,061 beds 
of this nature, of which only 220 have been removed 
from the Poor Law. Actually, loans sanctioned for 
extensions and improvements of Poor Law institutions 
rose from £173,247 in 1933 to £177,162 in 1934, while 
in the same period similar loans for public health 
hospitals fell from £129,112 to £98,539. No doubt 
there are difficulties. The Act of 1929, for this reason, 
left the extent, the method, and the rate of transference 
of medical functions out of the Poor Law largely in 
the hands of the individual local authorities. It may 
be hoped, however, that the Ministry will not desist 
from urging authorities to implement the intentions of 
the Act. It is also desirable that counties and districts 
should expedite their arrangements for ensuring that 
every medical officer of health appointed in future 
shall be debarred from engaging in private practice. 
So far only nineteen county councils have done so, and 
the tardiness of the others is difficult to understand. 

These and other examples of local ineptitude lend 
added significance to the inquiry now being held by 
a Royal Commission on Local Government on Tyne- 
side. The expression of a hope on the part of the 
Ministry that the findings of this and the Merthyr Com- 
may be ‘‘ of use for guidance in a_ wider 
sphere ’’ may perhaps indicate that the Ministry is 
turning its attention to yet further enlargements of the 
areas of local government. To mention only one sphere 
of activity, an effectively classified and co-ordinated 


mission 


hospital system would seem to be possible only in the 
largest of the present-day administrative units. 


HOSPITAL REORGANIZATION IN 
VANCHESTER 
In 1929 the Minister of Health said: 
the 


becomes 


“It is the confident hope and expectation of 


Minister that as procedure under Section 13 


established and regular, it may lead to wider arrange- 
ments for the fullest consultation between the local 
authority and the medical profession, not merely in 


regard to institutional accommodation and its use, but 
also in regard to those numerous developments in the 
health provision of the people which are implicit in the 
new organization laid down by the Act.” 

The desire of the Minister has found expression in 
the scheme of co-operation recently approved by the 


Manchester City Council (see page 515 of — this 
issue). It has set up a Joint Hospital Advisory 
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Board to co-ordinate the activities of all hospitals in 
the city—voluntary and municipal. Representatives 
of the Public Health Committee of the city, repre- 
sentatives of the statutory Section 13 committee, and 
representatives of the Victoria University of Man- 
chester, together form a body which will ensure closest 
co-operation between the voluntary and municipal 
organizations. The spirit in which the negotiations have 
been conducted between the various bodies has been 
characterized by a rivalry between the voluntary and 
city interests to secure not their separate ends but the 
creation of this new Advisory Board. It is, in the 
words of the chairman of the Public Health Committee, 
“a wise measure of city government and one which 
will, in after years, be appreciated by its results ag 
a far-seeing constructive measure of public policy.” 
It is now more than five years since the Local 
Government Act, 1929, passed into law on April Ist, 
1930. Regarded by many as the most important piece 
of public health legislation since the Public Health Act 
of 1875, it seemed at the time that the provisions 
which it contained regarding de-rating interested the 
public at large more than those dealing with the insti- 
tutional provision for the sick. The Act of 1929 
abolished boards of guardians but did not destroy the 
Poor Law. The functions of the guardians were trans- 
ferred to county and county borough councils, but 
the institutional transferred remained under 
the Poor Law, unless the authority, employing § the 
machinery of the Act, decided otherwise. The Act 
placed in the hands of county and county borough 
councils a weapon by which they might administer 
services, previously administered under the Poor Law, 
In many areas, 


services 


under public health and allied Acts. 
notably London, — the five years have been 
characterized by vigorous action. Buildings have been 
remodelled and extensions planned and accomplished ; 
been re- 
staffs 
manage- 


past 


and laboratories have 
equipped, the and 
organized and augmented. The 
ment and the honorary medical staffs of voluntary 
hospitals are beginning to realize the potential power 
of this their new partner in hospital work. 

One thing is agreed upon by all who believe in 
the provision of a service of the highest quality— 
that is, the need for co-operation between voluntary 
hospitals and local authorities. The voluntary hospital, 
with its magnificent tradition and its high quality 9f 
service, has much to contribute to the common pool, 
and no wise local authority ignores this fact. On. the 
other hand, it is the duty of the local authority to 
make such hospital provision as will satisfy the needs 
of its area. A limited degree of co-operation 1s 
enjoined by the Act of 1929. Section 13 provides that 
on questions of new accommodation local authorities 
must consult a committee deemed to be representative 
of voluntary hospital staffs and committees of manage- 
ment. It would be optimistic to rely on this bare legal 
minimum alone, and Manchester has set an example 
which it is hoped others will not be slow to follow. 
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PERSONALITY AND AGE 


One of the primary objectives of the British Associa- 
tion for the Advancement of Science during the 
hundred and more years of its existence has always 
been to touch the previously intangible and to define 
its nature and potentialities. At the Norwich meeting 
this year the Section of Psychology dared to explore 
the vast, almost uncharted territories of human_ per- 
sonality. In an attempt to make clear the difference 
between character and personality Dr. William Brown 
of Oxford distinguished three connotations of the latter. 
Personality, he said, might be regarded as the sum 
of the powers of the individual, both inherited and 
acquired 5 as the power of one individual to stimulate 
and influence the imagination of others ; and as the 
ability to live and grow in a super-individual world 
of values. Character, on the other hand, referred to 
an organization of the affective and emotional aspects 
of the mind, leading up to the development of 
more or less tenacity of purpose and strength of will. 
Dr. Wynn Jones, president of the Section, recalled 
McDougall’s five classes of factors in personality: 
factors of intellect ; of disposition—the array of 
innately given conative or affective tendencies ; of 
temper—the general peculiarities of the mode of work- 
ing of all the conative tendencies ; of temperament— 
the direct or indirect influences of bodily metabolism 
upon the psycho-physical processes of the nervous 
system ; and of character—matters of acquired organ- 
vation of the affective tendencies in sentiments and 
complexes. Dr. Brown had pointed out that psycho- 
therapeutists had been working, not unsuccessfully, 
in this jungle, blazing trails, developing possibilities, 
and correcting disorders, even though the dependent 
variables were almost baffling. So the president 
rendered a very distinct service to clear thinking when 
he directed attention to the independent variable, age, 
showing that fruitful deductions might follow the 
investigation of the tendency of personality traits to 
change with advancing age, not the least important 
of these results being the gain of additional knowledge 
about the trait itself. In his delightful presidential 
address he pointed out that a person who was 30 years 
of age might be 60 years old when judged by physical, 
physiological, or psychological criteria of oldness—a 
sentence, he added, which still held good when the 
figures 30 and 60 were interchanged. He commented 
helpfully on the distinction between the often con- 
fused adjectives ‘‘ senile ’’ and ‘‘ pathological.’’ Some 
functions improved with age, certainly up to middle 
age. The bodily and mental manifestations of growing 
old certainly did not run concurrently, and they had 
widely differing Values for different persons. Dr. Wynn 
Jones quoted some of Thorndike’s conclusions. Adults 
learned much less than they might, partly because they 
underestimated their power of learning, and_ partly 
because of their fear of attracting unpleasant attention 
and comment. It was disuse and lack of practice, 
hot inner degeneration, which were likely to hinder 


earning, Cicero’s dicta on old age and the un- 


necessarily failing memory were being endorsed by the 
findings of modern science. The curve of ability to 
kam from the age of 22 to 42 might be a decline, 
but it was a very slow one, and no more marked in 
the case of the inferior intelligence than in that of the 


superior. Nobody under the age of 45 should restrain 
himself from trying to learn anything because of a 
belief that he was too old to be able to learn. The 
decrement shown throughout the life-span by tests such 
as those of reaction speed or rotary motility, although 
steady, was relatively small, as also it was in tests 
relating to memory, manipulations of symbols and of 
space areas, interpretations of meaning in verbal form, 
and all the so-called higher mental functions which 
figured in tests of intelligence. Age, however, brought 
unfortunately ‘no greater catholicity of interests ; the 
ageing employee often became unemployed, not on 
account of inability, but because he had no inclination 
to change his methods when alterations were deemed 
essential by his employers. Even in a test of reaction 
speed the average man aged 80 was only 50 per cent. 
slower than the average man in his prime, and the 
younger man was not infrequently less speedy than 
some men of 80. Industrial accidents, with the excep- 
tion of pedestrian road accidents, decreased with 
advancing age, owing to the greater experience and 
caution of the older workers. (Even in the case of 
road accidents the dominant importance of ‘‘ accident- 
proneness "’ rather than of age was stressed in a joint 
session of the Sections of Engineering and Psychology.) 
The great value of adult education, in addition to 
adolescent education, was stressed in conclusion by 
Dr. Wynn Jones, who maintained that the prime 
motive for it was not self-preservation but rather the 
enhancement of the idea of the self as an enduring 
entity, as a personality conscious of powers unexercised 
and unrealized, striving steadily towards its own goals. 
The gardener, he remarked, cannot train his tree while 
it is yet a seedling ; he must wait until its branches 
begin to shoot, and tend it until it ceases to grow. 


THE PITUITARY BODY 


The Section of Physiology of the British Association 
devoted the whole of the morning session on Sep- 
tember 7th to a discussion of the present knowledge 
of the pituitary gland. Professor P. T. Herring, 
president of the Section, showed that the pituitary 
body was anatomically and physiologically bound up 
with the diencephalon in all vertebrates from the 
earliest stage of development, and more particularly 
with its hypothalamic area, which comprised the tuber 
cinereum, mammillary bodies, optic chiasma, and sub- 
thalamic tectal region, as well as the pituitary 
infundibulum and pars nervosa. The diencephalon 
was the site of integration of nerve impulses concerned 
in regulating many vital processes. It possessed a 
diversity of structures, not the least important of which 
was the epithelial portion of the pituitary body which 
was derived from the buccal mucous membrane. It 
had now been shown, he added, that this body pro- 
vided the brain with an armamentarium of hormones, 
some of which acted directly upon the peripheral 
tissues through the blood stream, while others acted 
locally upon nervous mechanisms in the hypothalamus, 
all being under the control of this part of the brain. 
Dr. J. Beattie gave further details of this relation to 
the hypothalamus. He stated that nerve fibres from 
the pre-optic area of the latter made their way into 
the pituitary stalk and ended in the posterior and 
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intermediate lobes, but that no fibres had yet been 
traced into the anterior lobe. The available evidence 
supported the view that these fibres had a secretory 
function. He remarked that the existence of chemical 
links between the posterior lobe and the hypothalamus 
had been denied, but the weight of evidence for 
posterior lobe hormones was in favour of the presence 
of at least some hormones in the intact animal. After 
discussing the various theories relating to the cells from 
which these hormones were elaborated and the method 
of their transference to their places of action, he con- 
cluded that the relation of the pituitary and the hypo- 
thalamus to problems of water, fat, and carbohydrate 
metabolism threw much light on the neuro-hormonal 
control of the autonomic nervous system and on the 
place of the hypothalamus in the animal economy. 
Dr. J. M. Peterson, dealing with the relation of the 
pituitary body to carbohydrate metabolism, cited the 
experimental evidence that implantation of the anterior 
lobe, or injection of an extract from it, had a diabeto- 
genic effect, while excision of the gland alleviated the 
symptoms of diabetes. He added that this diabeto- 
genic substance had been shown to act without the 
mediation of the pancreatic islets, thyroid gland, or 
suprarenal medulla ; the evidence as regards the 
possible mediation of the suprarenal cortex was scanty 
and mainly negative. The hypothesis that this 
diabetogenic substance acted on the nerve centres 
which controlled carbohydrate mechanism through the 
autonomic system was interesting in view of recent 
observations in connexion with the relation of the 
hypothalamus and the pons to the blood sugar level, but 
the evidence for such a mechanism was inconclusive. 
It had been claimed that the diabetogenic extract was 
divisible into ketogenic blood-sugar-raising frac- 
tions, and was not identifiable with any other known 
physiological agent which could be extracted from the 
pituitary gland. The rise in the lactic acid content of 
the blood following intravenous injection of the pressor 
substance of the posterior lobe had been shown to be 
attributable to a diminution in the transference of 
oxygen from the blood to the tissues. Other speakers 
discussed the relations of the pituitary body to repro- 
duction and the kidneys. 


THE OSTEOPATHS BILL 


The findings of the House of Lords Select Committee 
on the Osteopaths Bill were set out and discussed in 
these columns on July 27th (p. 166). The Committee 
found that the claim of osteopathy to be a method of 
healing suitable for the treatment of all diseases had 
not been established ‘‘ and that it would not be safe 
or proper for Parliament to recognize osteopathic 
practitioners as qualified on a similar footing to that 
of registered medical practitioners to diagnose and treat 
all human complaints.’’ It accordingly ordered the 
Bill to be reported to the House without amendment 
and with the recommendation that it be not further 
proceeded with. Thus, after hearing evidence at twelve 
sessions, a tribunal, comprising five non-medical peers 
and one medical peer, rejected the claim of the 
osteopaths alike on scientific, on educational, and on 
administrative grounds. An editorial in the August 
number of the Canadian Medical Association Journal, 
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discussing the outcome of this inquiry, says: “ We 
have nothing but the warmest admiration for the 
masterly work of the British Medical Association jp 
bringing forward the steady stream of carefully arranged 
evidence and questions with which the claims of the 
osteopaths were met and disposed of.’’ Mentioning 
the full reports of the sittings of the Select Committee 
which appeared week by week in the British Medica 
Journal, our contemporary suggests that ‘* these should 


be brought together so as to be available for thos | 


who wish to follow them as a whole.’’ Members of 
the medical profession in Canada and _ elsewhere wij 
be glad to know that this suggestion has already been 


carried out. The Council of the British Medical Aggo. | 


ciation, at its meeting on July 23rd, gave directions 
that the accounts of the twelve sittings of the Select 
Committee, published in our columns between March 
9th and April 20th, together with the article repro. 
ducing substantially in full the Select Committee's 


report, should be republished as a pamphlet. — This has | 


now been done, and the pamphlet of 156 pages can be 


obtained (price Is. 3d., post free) from the Financial | 


Secretary, B.M.A. House, Tavistock Square, London, 


W.C.1. Envelopes should be marked ‘* on the 


top left-hand corner. 


DEATH PENALTY FOR ADDICTS 


The Council of the League of Nations, in the midst 
of more exciting tasks last week, spared an hour_to 
receive a /report from the Advisory Committee on 
Traffic in Opium and Other Dangerous Drugs. The 
outstanding feature of the report was the account of 
events and anticipations in China, which seems at 
last to be grasping the poppy-head with resolution. 
By regulations issued in April last graded _ penalties 
have been laid down for drug delinquents, not only 
traffickers but addicts. All drug addicts (meaning 
consumers of manufactured drugs, not opium smokers) 
are required to undergo disintoxication treatment 
during the present year. Any further addicts detected 
in 1936 will not only be compelled to undergo treat- 
ment, but will be sentenced to not less than five years 
imprisonment. It is hoped that this drastic method o 
making the punishment fit the crime will induce ali 
drug addicts to undergo an adequate course of treat- 
ment during the present year. But worse is to follow 
if any addict should continue or return to his vice in 
1937, for from that year the penalty inflicted for non- 
medical use of manufactured drugs will be death ot 
lifelong imprisonment. Already, under an_ earlier 
ordinance, the death penalty has been given in sk 
cases of addicts who had again succunfbed to their vice 
after being ‘‘ cured,’’ in addition to being given m 
257 cases of illicit manufacture, sale, or transport. 
With regard to opium smokers, the Chinese Govern 
ment is proceeding, not by the method of reducing the 


dose, but by that of redueing the numbers to whom! 
the dose is permitted. All opium smokers must) 
register within six months ; after 1935 there will be. 


no further registrations. and any smokers detected 
will be compelled to undergo disintoxication treatment. 
The number of smokers registered in the present yeal 
will be used as a basis for an annual reduction whereby 
it shall be ensured that in 1940 all the registered 
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smokers will have been cured of their vice. It will 
be very interesting to watch how the psychological 
roblem of addiction will respond to these cut-and- 
come-again methods. The Advisory Comuinittee, while 
appreciating this display of Oriental reforming energy, 
could not approve the death penalty for addicts, and 
reservations were made on that point. But the 
guillotine is only the last resort, and in the forefront 
are the special hospitals for the treatment of addicts 
which have been founded by the Chinese Government 
throughout China, nearly 600 in number, where 
already 81,344 smokers and drug addicts, so it is 
claimed, have been cured. It is hinted that this is 
a conservative estimate, because some hospitals have 
still to make returns, and, in addition, many opium 
smokers have cured themselves in their own homes 
without going to hospital. In one of the hospitals, at 
Nanking, successful experiments have been made in 
the lecithin treatment of opium addicts. In bringing 
the report before the Council, the rapporteur, M. 
Vasconcellos of Portugal, said that in several provinces 
of China the cultivation of the opium poppy was now 
prohibited and in others reduced, while in some cities 
a large number of opium divans have been closed. 
Possibly one day, if not within the three or five years 
of the Chinese programme, a drugless East may point 
the finger of scorn to a depraved West. The repre- 
sentative of Poland drew attention to less drastic 
methods of reducing addiction, such as closer co-opera- 
tion with the medical profession for the purpose of 
bringing certain types of addicts back to a normal life ; 
also a system of census-taking of registered addicts 
whereby the amount of their drug-need would be 
known. In Japan a system is now in operation by 
which all doctors treating addicts must notify the 
authorities of the case and furnish returns of prescrip- 


MORALITY AND SEX 
No walk in life engenders more sympathy with human 
frailty than does the practice of medicine. It is no 
essential part of the duty of the profession to be a 
censor of morals or to establish a standard of morality ; 
but a departure from recognized standards may some- 
times entail consequences well within the medical sphere, 
even in its narrowest interpretation, and others which 
are of great interest to doctors who recognize, as they 
should, that they have constantly to deal with human 
personalities and not merely human bodies. Recent 
meetings under the auspices of the British Social 
Hygiene Council have tended to emphasize this, and 
there are other societies, both national and international 
—such as the Association for Moral and Social Hygiene, 
and the Traffic in Women Committee of the League of | 
Nations—which, though mainly concerned with moral 
questions in their social aspects, from time to time 
achieve results or issue publications of definitely medical 
mportance. Attention may be drawn to two examples 
of this. Ata congress of the International Alliance of 
Women, held in Constantinople in April last, endorse- 
ment was given to two resolutions of the League of 
Nations Committee : (1) ‘‘ That there is no evidence 
that any increase in the incidence ef venereal diseases 
has resulted from the closing of licensed houses, or that 
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public order and decency have suffered because of their 
abolition ’’ ; and (2) ‘‘ that in view of the grave objec- 
tions to the system of regulation on moral and other 
grounds the committee hopes that those authorities 
that still maintain a system of registration and medical 
examination of prostitutes will abandon this practice 
in view of recent medical experience.’’ These are find- 
ings which should not escape the notice of those who 
realize the social aspects of medical science and practice. 
The association referred to was represented at the inter- 
national congress in the person of its general secretary, 
Miss Alison Neilans, who has reprinted as a pamphlet 
a valuable address which she gave early this year 
entitled, Are Moral Standards Necessary? ’’! Writing 
from the standpoint that sex morality is not something 
by itself but is a part of general morality, and that 
moral standards must be equally binding on both sexes, 
she draws attention to one of the consequences of birth- 
control knowledge and propaganda which is often 
ignored. ‘‘ Now there is widespread knowledge of how 
to avoid the results of illicit sex relations. The woman, 
too, can avoid—or thinks she can avoid—being found 
out, and she turns round on society and says, ‘ Why 
should I be moral? ’’’ This is not, of course, the only 
question raised in the pamphlet ; but, again, it is an 
important one, and is not altogether easy to answer. 
Miss Neilans does not deprecate the spread of know- 
ledge such as that referred to, but considers the whole 
subject in a clear and sensible fashion, which may be 
of assistance to some medical practitioners whose advice 
is not infrequently sought with regard to it. 


THE REGIUS CHAIR AT CAMBRIDGE 


On September 30th Sir Walter Langdon-Brown retires 
from the Regius Professorship of Physic in the 
University of Cambridge, on completion of his term 
of office, and will be succeeded by Dr. John Alfred 
Ryle, physician to Guy’s Hospital. During his three 
years of office Sir Walter Langdon-Brown has worthily 
upheld the tradition of his predecessors as physician 
and scholar, and many will regret that the terms of 
the appointment do not allow him to exert for a longer 
time his influence on the teaching of medicine in 
Cambridge. All, however, will welcome the fact that 
such a distinguished clinician as Dr. J. A. Ryle has 
been appointed to succeed him. In his survey of 
twenty-five years of medicine in the Lancet of May 4th 
last, Dr. Ryle said: ‘‘ To balance the inevitable and 
necessary multiplication of specialists we require, as 
a leaven, a larger proportion of well-trained general 
physicians and a higher average of culture and attain- 
ment in the coming generations of students destined 
for general practice.’ These and other remarks on 
the teaching of the medical student convince us—if 
conviction were needed—that Cambridge has been 
happy in its choice of a regius professor who for 
many years will guide the fortunes of its medical school. 


The annual conference of Local Medical and Panel 
Committees will be held at B.M.A. House, Tavistock 
Square, London, on Thursday, November 14th. 


Livingstone House, Broadway, S.W.1.  (4d.) 
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GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the nervous system met 
with in general practice. 


SPONTANEOUS SUBARACHNOID 
HAEMORRHAGE 


BY 
EDWIN BRAMWELL, Pres.R.C.P.Ed., 


Spontaneous subarachnoid haemorrhage, so called to dis- 
tinguish it from the haemorrhage directly attributable 10 
a severe head injury or to the extension of an intra- 
cerebral haemorrhage on to the surface of the brain, was 
at one time regarded as an entity of some rarity and of 
purely pathological interest. But since the establishment 
of lumbar puncture as an everyday diagnostic procedure, 
it has been shown that many cases recover, and that this 
is very much more common 
sense 


type of vascular accident 
than post-mortem evidence appeared to indicate. 
like coronary thrombosis, a new disease in the 
that the accompanying clinical picture has only been 
recognized within the past few years. 

of one 


of the cerebral 


Leakage from an aneurysm 
arteries is the cause pay excellence of subarachnoid 
haemorrhage. These aneurysms would appear to be 


usually determined, as Eppinger long ago pointed out, 
by a congenital defect in the arterial wall (the congenital 
or berry aneurysm) ; occasionally a cerebral arterio- 
sclerosis or an infective embolus (a complication of a 
malignant endocarditis) is directly responsible ; syphilis 
is very rarely an aetiological factor. Congenital aneurysms 
are met with not infrequently in the course of routine 
post-mortem examinations. They occur at all ages, are 
often about the size of a small berry, are most commonly 
situated on one of the arteries of the circle of Willis or 
in its neighbourhood, and rarely give rise to symptoms 


unless they leak or rupture. This is an “ accident "’ for 
which there is often no obvious determining factor, 
although it may be predisposed to by superimposed 


changes in the wall of the artery or by a raised blood 
pressure, and in exceptional instances may 
consequence of physical effort or a blow on the head. 


Symptomatology 
The symptoms in cases of spontaneous 
may be attributable to various 
namely, (da) irritation of the meninges by the altered 
blood in the subarachnoid space ; (b) increased intra- 
cranial or intrathecal pressure ; (¢) the local pressure of 
a clot on the neighbouring structures ; (d) damage to the 
brain in its vicinity when an aneurysm lying deeply in 
one of the cerebral fissures ruptures into the adjacent 
brain ; and (e) the primary disease when the patient is 
the subject of a cerebral arteriosclerosis or an infective 


subarachnoid 


haemorrhage causes— 


endocarditis. 

Although the therapeutic indications are obvious we 
are faced with very definite limitations in their practical 
What can be done to arrest or minimize the 

What means have we at our disposal to 
the of death in 
is excessive ? it advisable 


application. 

haemorrhage ? 
reduce the intracranial pressure cause 
the fatal cases—when this Is 
to withdraw the blood-stained cerebro-spinal fluid with the 
object of alleviating the meningeal irritation which it is 
What the chances of a further leak, and 


producing? are 


| 
| 
| 


what precautions should be taken to minimize the risk 
of a recurrence? These are some of the therapeutic 
questions which arise. 

The treatment of subarachnoid haemorrhage may be 
conveniently considered by citing typical clinical pictures 
and discussing the applicable therapeutic measures, 


Sudden Coma 

An individual who is, it may be, in the best of health 
or who may have complained for some little time of a 
premonitory headache, due no doubt to a slight leakage, 
is suddenly seized with an intense “‘ throbbing,’’ ‘ burst- 
ing '’ headache, accompanied, it may be, by vertigo and 
vomiting, and almost at once becomes deeply comatose, 
| The breathing is stertorous, the pupils dilated, the pulse 
slow and perhaps irregular, and the temperature somewhat 
raised. Neck rigidity and Kernig’s sign are often present ; 
the knee jerks are diminished or absent, the plantar 
reflexes are often extensor ; and on ophthalmoscopic 
examination haemorrhages may be seen. A diagnosis of 
subarachnoid haemorrhage is here practically certain, and 
corroboration is afforded when a bloody cerebro-spinal 
fluid is withdrawn on lumbar puncture. The outlook in 
| a case of this kind, in which the patient abruptly becomes 

| deeply comatose, is very grave. 


| 
| Transient Unconsciousness 
But there are other cases in which, although the onset 
is equally abrupt and the patient unconscious, he quickly 
He may be drowsy or stuporose ; some- 
times he is confused, irritable, and resistive ; and he 
usually complains of ‘‘ terrible’” headache. The signs 
on examination may be very similar to those in the type 
of case first described, but the extravasation has evidently 
not been so excessive, and the fact that the patient 


comes round. 


is now conscious or less drowsy suggests that the 
| haemorrhage has been arrested. 
And what of treatment? Absolute rest is essential. 


be the direct | A quarter of a grain of morphine should be given to ease 


the headache and quiet the restlessness. Then the ques- 
tion arises, What about withdrawing some cerebro-spinal 
fluid? In my opinion it is wise in a case of this kind 
to leave well alone and to adopt an attitude of masterly 
inactivity, for the following reasons. In the first place, 
' we know that many of these patients recover completely 
and often remain perfectly well for long periods—it may 
be indefinitely—without a recurrence. Secondly, we know 
that the meningeal symptoms caused by the altered blood 
in the cerebro-spinal fluid clear up entirely, and that the 
febrile disturbance due to the same condition is merely 
a transient phenomenon, although it may persist for two 
or three weeks. And finally, it cannot be denied that 
the withdrawal of cerebro-spinal fluid may lead to further 


| haemorrhage. 


When to Intervene 

But when there is evidence of progressive haemorrhage, 
as shown particularly by increasing drowsiness, some 
thing must be done to reduce the increased intracranial 
pressure which is endangering life. Lumbar puncture 8 
indicated here, but the fluid should be withdrawn very 
slowly until it emerges drop by drop. It may be necessly 
to repeat the lumbar puncture, but discretion is calle 


and 
imp 


AC 
No. 
form 
of: 
devo 
ology 
vices 
Servi 
the 
volur 
officic 
(2) t 
Whit 
Germ 
P bli 
(7) 
Assoc 

notifiz 
fever, 
cerebr 


Suspec 
Culosis 
There 
the th 


= 
- 
t 
| t 
| 
| s| 
W 
ob 
| tc 
h 
a 
pl 
st 
fo 
pu 
pr 
ass 
| a ¢ 
wh 
oby 
are 
in 
regi 
Dot 
The 
loca 
beet 
| 


‘AL 


ealth 
of a 
kage, 
yurst- 
and 
itose. 
pulse 
sent ; 
lantar 
scopic 
sis of 
1, and 
spinal 
0k in 

comes | 


onset 
uickly 
some- 
nd_ he 
signs 
e type | 
dently | 
patient 
it the 


sential. 
to ease 
e ques- 
-spinal | 
is kind 
asterly 
place, 
pletely 
-it may 
‘e know 
d blood 
hat the 
merely 
for two 
that 
further 


orrhage, | 
, some: 
-acranial 
rcture 


wn very 


recessary 


is called 


Sept. 14, 1935 


for, and the withdrawal of the fluid at fixed intervals 
js not to be commended, 

Surgical treatment calls for passing notice. A direct 
attempt to expose the bleeding point and = arrest the 
haemorrhage by ligaturing an artery in the neighbourhood 
of the bleeding point or by the application of pressure is 
rarely justified, for it is seldom possible to locate the 
aneurysm with certainty unless it happens to be situated 
about the point where the internal carotid artery joins 
the circle of Willis. When the presence of a third-nerve 
paralysis indicates that this is so, and when the symptoms 
point to progressive haemorrhage or to a recurrence of 
the bleeding, ligature of the internal carotid in the neck 
would appear to be a preferable -procedure. 

A patient who has had a subarachnoid haemorrhage 
should be kept at absolute rest on his back for four 


weeks. At the end of this period he may be permitted 
gradually to assume the sitting position. He must not 
be allowed to exert himself or to strain at stool. It is 


well to keep him off work for three months, and if his 
occupation entails strenuous effort he should be advised 
to try and obtain some lighter employment. Should the 
patient inquire as to the possibility of a recurrence 
he may be told that this is most unlikely if he 
adheres rigidly to the restrictions laid down his 
physician. 

Haemorrhage from a leaking aneurysm is sometimes 
strictly localized, and when this is so no blood may be 
found in the cerebro-spinal fluid) obtained on lumbar 
puncture. There is one situation in which a diagnosis of 
a localized subarachnoid haemorrhage may be made with 
practical certainty. When headache of abrupt origin is 
associated with neck rigidity and a_ third-nerve palsy, 
a diagnosis of a leaking aneurysm at or about the point 
where the carotid artery joins the circle of Willis is 
obvious. Cases of so-called recurring third-nerve palsy 
are very probably so produced. In a case of the writer’s 
in which the diagnosis of a leaking aneurysm in_ this 
region was confirmed by arterio-radiography, Mr. Norman 
Dott ligatured the internal carotid artery in the neck. 
The result was very satisfactory, for the severe pain 
localized about the eye from which the patient had 
been suffering for some weeks was immediately relieved 


and the associated third-nerve paralysis — gradually 
improved. 
According to J. Glusckin (These de Paris, 1935, 


No. 414) the Department of Public Health in Lithuamia 
forms part of the Ministry of the Interior, and consists 
of: (1) a central into three sections, 
devoted respectively to sanitary and_ statistical epidemi- 
dlogy, administration, and finance ; (2) veterinary’ ser- 
vices; and (3) pharmaceutical The Health 
Service of War and of the Navy is under the control of 
the War Office. There are also the following eight 
voluntary organizations, which collaborate with the 
official institutes—namely : (1) The Lithuanian Red Cross, 
(2) the Society for Combating Tuberculosis, (3) the 
White Cross for Combating Venereal Disease, (4) the 
German Hospital Society, (5) the Jewish Society for 


office subdivided 


services. 


Public Assistance, (6) the Russian Hospital Society, 
(7) the Mother and Child) Association, and (8) the 
Association for Combating Alcoholism, The diseases 


notifiable in Lithuania are enteric fever, tvphus, relapsing 
fever, malaria, cholera, anthrax, plague, dysentery, 
cerebro-spinal fever, mumps, leprosy, rabies, and bites by 
Suspected animals. The Society for Control of Tuber- 
Culosis is also endeavouring to make tuberculosis notifiable. 
There are at present 214 lepers in Lithuania isolated in 
the three leper hospitals at Riga, Taisi, and Cosis. 
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HEALTH SERVICES IN ENGLAND 
AND WALES 


SIXTEENTH ANNUAL REPORT OF THE 

MINISTRY OF HEALTH 
As is appropriate, Sir Kingsley Wood prefaces the 
sixteenth Annual Report of the Ministry of Health,! 
covering the twelve months ended March 31st, 1935, with 
a Jubilee review of the main developments during the 
King’s reign, in the sphere of activity covered by the 
Ministry. 


Survey of the King’s Reign 


He recalls that the experience of the war years had 
emphasized the value of unified control, and that conse- 
quently in 1919 the Ministry of Health had been created to 
combine the health work of the National Health Insurance 
Commissioners of England and Wales with the public 
health services of the Local Government Board, including 
such kindred services as those relating to the medical 
inspection and treatment of school children and the 
medical care of the mentally unfit. Under the three 
headings of insurance, organization of local government, 
and the special services rendered by the latter, he indicates 
the chiet lines of progress made in the quarter of a century 
since 1910. In 1912 the insured population was estimated 
at 11 millions ; it had now increased to 16,450,000. In 
the last ten years more than £150,000,000 had been dis- 
bursed in the statutory sickness and maternity benefits, 
and over £90,000,000 in medical benefit, while more than 
£53,000,000 had been spent in additional benefits between 
the date when the first periodical valuation of approved 
societies had become effective and the end of the last 
calendar year. The number of old age pensions between 
the ages of 65 and 70 was 664,000, of widows’ pensions 
657,000, and of orphans’ pensions 15,000. The expendi- 
ture of local authorities had risen from £147,000,000 in 
1910-11 to £507,000,000 in the last completed year of 
account. The London County Council, which had 
expended on its work £12,000,000 in 1910-11, had spent 
£38,000,000 in 1932-3, a sum which was comparable with 
the budgets of some nations. 

The development of the organization of local govern- 
ment was indicated, moreover, by the passing of the 
various Rating and Valuation and Local Government Acts. 
Water supplies had been immensely increased, housing 
schemes had resulted in the addition of more than two and 
a half million new houses to the eight million existing in 
1918, and town planning on well-considered lines was now 
the rule rather than the exception. Systematic services 
for the prevention and treatment of tuberculosis and for 
the development of work in connexion with maternity 
and child welfare had come into being, and schemes to 
aid the blind were now operating in all areas of the 
country. In 1910 there was no mental deficiency service ; 
the Act of 1913 had led to the provision of accommoda- 
tion for severe cases, the treatment of early mental illness, 
the training and employment of defectives, and such a 
fall in the relative amouut of certification that in 1934 
over 20 per cent. of cases admitted to institutions had 
entered as voluntary patients. Other advances noted by 
the Minister of Health were the provision of post-graduate 
medical training facilities, the promoting of medical 
research, and the active co-operation with other countries 
through the agency of the Office International d’ Hygiéne 
Publique in Paris and the Health Organization of the 
League of Nations 

Finally, the standardized death rate had fallen from 
13.2 per 1,000 in 1910 to 9.3 in 1934 ; infant mortality in 
the first vear of life from 105 per 1,000 live births in 1910 
to 64 in 1933; the death rate per million children living 
at the ages of 5 to 15 from 2,491 to 1,882 ; the standard- 
ized death rates per million from pulmonary tuberculosis 

Ministry of Health, 1934-35. 
Cmd. 4978. (5s. 6d. net.) 


1 Sixteenth Annual Report of the 
London: H.M. Stationery Oifice. 1985 
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from 988 to 639, and in the case of non-pulmonary tuber- 
culosis from 434 to 160; while the corresponding figures 
for general paralysis were: in males, 94 and 31, and in 
females, 24 and 9 ; for typhoid fever, 58 and 5 ; and for 
death rates at ages under 15, for measles, 750 and 201 
for scarlet fever, 200 and 63 ; for diphtheria, 384 and 261 ; 
and for whooping-cough, 798 and 237. 


Sanitary Administration 

In this section of the report it is noted that the shortage 
of nearly six inches of rain for the six months ended March 
3Ist, 1934, following the previously dry summer, had 
already created by the beginning of the year under review 
a situation without recorded parallel. The Water Supplies 
Act became law in May, 1934, and under it thirty-six 
Orders were made during the year ended March 31st, 1985, 
about half of them for new sources of supply. The exist- 
ence of the special powers facilitated agreements for 
additional supplies which might not otherwise have been 
obtained. With very few exceptions the drought was met 
in urban areas without any real hardship and with but 
slight inconvenience. Of 225 large urban undertakings 
202 reported at the end of September that there was no 
serious shortage, present or prospective ; sixteen reported 
present shortage, but that they were gaining additional 
supplies or were economizing ; and seven, though not 
suffering, had prepared measures for dealing with con- 
tingencies. Many rural areas suffered hardship, but in 
most cases the drought did but aggravate conditions which 
were already chronic. Permanent supplies are still 
required for some areas, and for this purpose there is now a 
Government grant of £1,000,000. Regional advisory water 


committees have been formed, representing 162 water 
undertakers and serving a population of over eight 
millions. A comprehensive inland water survey is being 


undertaken for Great Britain with a view to estimate the 
available resources. 

Loans approximating £3,772,000 were sanctioned by the 
Ministry during the year for schemes of sewerage and 
sewage disposal, including surface water drainage. The 
expenditure sanctioned for these purposes since the war 
amounts to over £70,000,000. Investigations are being 
made into the processes involved in sewage disposal and 
river pollution problems. The returns from local autho- 
rities for refuse collection and disposal show a_ general 
steady advance in accuracy and completeness, but it is 
stated that there is still much to be desired as regards the 
street-cleansing returns, particularly in the unit costs per 
10,000 square yards of street and per 1,000 gullies cleansed. 
The increased use of gas and electricity for cooking and 
improvement in the types of coal-burning grates have led 
to a diminution in the mineral content of refuse and a 
relative increase in the organic or putrescible content. It 
is remarked that this renders it more essential than before 
that the Ministry’s regulations regarding controlled 
tipping should be strictly observed. There is evidence of 
good progress in public cleansing in rural areas, and some 
excellent examples of controlled tipping are now in exist- 
ence. Large Government loans were made towards the 
purchase of land for parks, recreation grounds, and playing 
fields ; also for recreational development centres, open- 
air baths, and foreshore improvement. 

A special survey of public health services in London 
fills over fifty pages of the report. This follows the general 
review of county and county borough services as a whole, 
which appeared in last year’s report. A beginning has 
been made with the task of surveying the public health 
services of non-county boroughs, urban districts, and rural 
districts. 

Housing and Town Planning 


The report refers in detail to the new Housing Act (1935), 
which defines the maximum permissible number of in- 
habitants of a dwelling of any type, and imposes upon 
local authorities the duty of securing a sufficiency of 
suitable alternative accommodation to prevent one cause 
of overcrowding which has existed hitherto. During the 
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vear 3,029 clearance areas with a population of 194 668 
persons were “‘ declared by local authorities, anq 
23,662 new houses were completed. Private enterprise 
was responsible for the erection of 286,050 houses without 
assistance from the Exchequer, a record total for England 
and Wales. More than two-fifths of the count 
(15,640,000 acres) is now under some system of town 
planning control ; during the year in review the areg 
brought under control amounted to about three and q 
half million acres. The annual commitments of. the 
Exchequer in respect of houses completed by March 81st, 
1935, were £13,687,000, and these are payable for various 
periods of twenty, forty, or sixty years. The correspond. 
ing annual commitment of local authorities is about three 
million pounds, so that the total annual contribution 
from public funds is at the moment over sixteen and 4 
half million pounds. The total capital expenditure on 
subsidized housing since 1919 is now approximately 
£684,000,000, of which it is estimated that £431,000,000 
is in respect of building by local authorities and 
£253,000,000 by private enterprise. During the year 
loans were sanctioned for new building to the extent of 
£20,775 ,224. 

In more than twenty counties arrangements have been 
completed or are in hand for the preparation of planning 
schemes on a county-wide basis. A closer relationship 
is coming into being between the planning and the slum 
clearance activities of local authorities, and the preserva- 
tion of the countryside is an important feature of the 
schemes. Special reference is made to the present 
position of the planning of the South Downs and the 
‘Green Belt round London. 


Insurance and Pensions 


number of references for advice as to in- 
capacity for work in 1934 was 468,476—466,172 from 
approved societies and 2,304 from insurance medical 
practitioners. Of these references, 181,220 were in respect 
of men and 287,256 of women. Of the 246,088 examined, 
179,010 were reported as incapable and 67,078 as not 
incapable of work. The number of cases referred to 
regional medical officers for advice as to suitability for 
reception and training in residential centres was 17,749; 
for suspected silicosis, 417; and in connexion with 
pensions under the Biind Persons Act, 242. The total 
amount expended on pensions under the Contributory 
Pensions Acts to the end of the last year of account was 
£232 981,000, and in addition a sum of over £103,000,000 
has been paid since 1926 by way of old age pensions 
awarded by virtue of these Acts and consequently with 
out restrictions due to means. The allocations in respect 
of treatment additional benefits under fourth valuation 
schemes of approved societies total over a million pounds ; 
the membership covered by these schemes is 3,240,000— 
less than a quarter of the total insured population—and 
it cannot be assumed, therefore, that the results of the 
whole valuation, when completed, will be — equally 
favourable. 

In 1934 there were 15,500 medical practitioners in 
insurance practice ; the number of insured persons entitled 
to medical benefit was about 14,973,000. Medical benefit 
cost £8,514,000, of which sum insurance medical prac 
titioners received over £6,175,000. About £204,000. was 
paid to those practising in rural areas on account of 
mileage ; about £194,000 was paid to doctors for medicines 
and apparatus supplied by them personally ; more than 
£8,000 was set aside to enable country doctors to attend 
courses of post-graduate study, and to provide them with 
other desirable facilities, such as telephones, motor cal, 
branch surgeries, or reasonable vacations ; 
£64,200 was paid on account of insured persons who 
exercised their option to claim treatment through approv 
institutions. 

The concluding section of the report deals with the 
Welsh Board of Health, a review of various feature 
of this will be found at page 516 of the present 
issue. 
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Sept. 14, 1935 HOSPITAL REORGANIZATION IN MANCHESTER 
Defects to be Remedied 
HOSPITAL REORGANIZATION IN 
The main defect in the present system of providing 
MANCHESTER 


FURTHER PROGRESS 


In the Journal of August 24th (p. 353) we printed an 
editorial article in which were outlined two proposals for 
the reorganization of hospital services in Manchester. 
The first concerned a scheme prepared by Dr. Veitch 
Clark, medical officer of health, for placing consultant 
services on a new footing ; and the second a proposal by 
the Public Health Committee for the establishment of a 
Joint Hospitals Advisory Board, on which would be repre- 
sented the committee itself, the voluntary hospitals, and 
the University. 

Below, thanks to the kind offices of Dr. Veitch Clark, 
we give an account of the progress which has been made 
in putting these two proposals on a practical basis. A 
leading article will be found at page 508. 


CONSULTANT SERVICES IN MUNICIPAL 
HOSPITALS 

The Manchester City Council has now approved the 
scheme prepared by the medical officer of health for the 
organization of the consultant medical and surgical 
services at the three general hospitals controlled by the 
committee. The hospitals concerned are: Crumpsall 
(1,543 beds), Withington (1,293 beds), and Booth Hall 
(760 beds). Withington and Crumpsall are general hos- 
pitals for adults and Booth Hall is a general hospital 
for children. All three hospitals were formerly Poor Law 
establishments, and were transferred to the control of the 
local health authority in 1930 under the Local Govern- 
ment Act, 1929. The outstanding feature of Dr. Veitch 
Clark's proposals is that in future the diagnosis and treat- 
ment of every case of acute illness admitted to any of 
these hospitals will be personally undertaken by a 
specialist, 

Cost of the Scheme 


The present cost of the consultant services attached 
to these hospitals is approximately £4,500 per annum, and 
there are at the moment twenty-six appointments. The 
holders of these appointments visit the hospitals once or 
twice weekly, the total number of attendances made by 
them being thirty-nine per weck. Under the new arrange- 
ments there will be forty-one appointments with a total 
of ninety-five attendances per week. The new salary 
hill will be £12,500 per annum, representing approxi- 
mately £2 10s. per attendance. The estimated vearly 
additional cost to the city of the new proposals is 
therefore £8,000. 

Dr. Veitch Clark has prepared his scheme after con- 
sultation with the medical superintendents of the hospitals 
concerned, and he has also had regard to the views of 
the senior specialists now serving. He is satisfied that 
the scheme is adequate to present needs, is capable of 
extension when necessary, and is in accordance with the 
Tcommendations of the Ministry of Health in its Man- 
chester Survey Report of 1934. In his report to the 
Public Health Committee on the scheme Dr. Veitch 
Clark points out that except for a few isolated instances 
the consultant services of the hospitals stand now exactly 
a they did before the transfer of 1930. Since the 
transfer, however, the work of the hospitals has undergone 
‘extremely rapid development, and the clearest evidence 
exists that the public are turning more and more to the 
Municipal hospitals for the treatment of acute illness. 
Areplanning of policy in relation to the facilities pro- 


pied Is therefore essential. 


specialist services in the municipal hospitals,’’ states the 
report, ‘‘is that the patient is only accorded specialist 
attention if, in the judgement of the resident medical 
officer in charge of the case, consultation is indicated. 
It is in no sense a criticism of the resident staffs to say 
that this is the most serious defect possible. That this 
is recognized throughout the hospital world is proved by 
the fact that in the voluntary hospitals of the country 
the visiting physicians and surgeons are actually (not 
nominally) responsible for diagnosis and treatment of 
cases, and to this end every patient is seen by a con- 
sultant as soon as possible after admission. In _ the 
opinion of the medical officer of health reorganization of 
the consultant service in the municipal hospitals should 
establish this practice. 

‘‘ The second important defect in the present system 
is that, apart altogether from the question of prime 
responsibility for diagnosis and treatment, the number of 
specialists and the number of visits paid by them to the 
hospitals is quite inadequate, and an increase is necessary 
to cope with the greater volume and the more serious 
nature of the work. The third major defect is that the 
terms of service of the specialists now employed are 
unsatisfactory to the administration and to the consul- 
tants themselves. Anomalies between the various posts 
exist in relation to salary, frequency of visits, responsi- 
bility for deputies, and in other directions.” 


In discussing the present arrangements Dr. Veitch Clark 
emphasizes the devotion to duty which has been exhibited 
by the existing staff. He points out that while consultants 
have by their agreements only been required to pay one or 
two attendances per week or fortnight, they have in fact 
given their services unstintingly, putting in many more 
routine attendances, paying special visits daily, and even 
more frequently when individual cases have demanded 
this. He quotes one or two outstanding anomalies in 
remuneration, and, while not stressing them, he observes 
that they are not isolated instances, and are in fact charac- 
teristic of the willingness and attention to public duty 
which marks the work of the consultants. 


Principles of the Scheme 


The report goes on to indicate certain fundamental 
principles of the scheme, which may be summarized as 
follows : 

1. The increased volume of work requires a numerical 
increase in the consulting staff. 

2. Increased frequency of the consultants’ visits is a direct 
assurance that there shall be a continued highly skilled 
observation of the patient’s condition and the progress of the 
Ulness, and a consequent raising of the level of the treatment 
and general care of the patient. Experience in the past has 
demonstrated that the more effective the consultant practice 
in a hospital the higher is the level of attainment reached 
by the hospital as a whole. 

3. Efficiency demands that the consultant staff shall be 
personally in charge of all acutely ill cases in the hospital. 

4. The contact between the local authority and the con- 
sultant must specify definite undertakings ensuring this type 
of service. 

5. On the other hand, the terms of service embodied in 
the contract must be such as to be reasonably equitable in 
view of the demand made by the local authority upon the 
various members of the consultant staff. 

6. The remuneration recommended in each case is based 
(in terms of salary) upon the scales of payment agreed in the 
past by the Ministry of Health and local authorities in estab- 
lished schemes of hospital work. In determining the amount 
of salary, regard has been paid to the time actually to be 
spent by the consultants in their various duties, and also to 
the extra work demanded by attendance upon emergencies, 
additional time spent in operating work, etc. 

7. Care has been observed in the preparation of the scheme 
to bear in mind the desirabilitvy—indeed the necessity—of 
allowing for its practical development along lines which will 
ultimately enable the closest collaboration, and possibly 
fusion, with the work of the voluntary hospitals in the city. 
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Collaboration with Voluntary Hospitals 


The report does not deal with detailed methods of 
implementing the recommendations made. It Dr. 
Veitch Clark's view that the local authority should first 
determine the actual needs of the hospitals in relation to 
the numerical strength of the consultant staff and the 
attendances required. Then, he suggests, consideration 
should be given as a separate issue to the best methods 
of meeting these ascertained needs, and he observes that, 
in doing this, the hospital needs of the city as a whole 
must be kept in mind. 

Dr. Veitch Clark feels that a single purpose should 
animate the provision of the hospital needs of Manchester, 
both by the City Council and by the voluntary hospital 
system of the city, and he believes that the scheme he has 
outlined offers a very intimate and effective means of 
forwarding this end, in that by interlacing the actively 
practising medical staffs of the civic and voluntary 
hospitals a way is cleared, not only for fusion of interests, 
but for close collaboration—#f not fusion—in practice. 
For this reason he proposes that the actual application 
of the new scheme shall be the subject of a further report, 
which avill be made after consultation with the committee 
representing the voluntary hospital organizations of the 
Cy. 


THE JOINT HOSPITAL ADVISORY BOARD 


On Wednesday, September 4th, the Manchester City 
Council approved a proposal to set up in the city a 
joint hospital advisory board under whose aegis, it 1s 
hoped, the activities of afl the hospitals of Manchester, 
voluntary and municipal, will be co-ordinated in such a 
manner as will eliminate the possibility of competition 
and secure the administration of the hospitals on the 
widest possible basis without disturbing the autonomy of 
the various managing bodies in the ordinary administra- 
tion of the hospitals controlled by them. The City 
Council had, as long ago as June last, approved in 
principle the formation of such a co-ordinating body, and 
the resolution adopted on September 4th had_ reference 
to the personnel of the new Board. 

The Board will be comprised of ten members of the 
Manchester Public Health Committee and the medical 
officer of health (eleven Corporation representatives in all), 
six members of the Manchester Voluntary Hospitals 
Statutory Committee set up under Section 13 of the Local 
Government Act, 1929, and five representatives of the 
Victoria University of Manchester. The council suggests 
that of the University’s representatives three might be the 
holders of chairs in branches of medicine and surgery. 


Scope of the Board 

The proposal to form the Board has already received 
wide publicity for the reason that it may well prove to 
be a sign for the country as a whole, and it will be of 
interest here to quote the remarks of Councillor R. G. 
Edwards, chairman of the Public Health Committee, in 
presenting the resolution for the council’s approval. 
Councillor Edwards said : 

‘To appreciate the importance of this proposal the 
members of the council should bear in mind that the only 
legal requirement placed upon the local authority is that 
contained in the Local Government Act, 1929, placing 
upon the city the duty of consulting a committee repre- 
sentative of the voluntary hospital lay boards and medical 
staffs when the city proposes to undertake extensions of 
their hospitals. 

“ The proposal now made, however, sees a much wider 
implication in this legal requirement than is at first 
apparent. This is the close co-operation and co-ordination 
of voluntary hospitals and hospitals in the charge of local 
authorities. It is clear that a generous spirit of good will 
on both sides, if it can be fostered and crystallized, will 
mean the beginning of a new era in the care of the sick 
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in our city. No more gratifying evidence of the high 
sense of duty and responsibility has come to public obser. 
vation in recent years than the unanimity with whic, 
the proposal for the establishment of the joint advisory 
board has been received. 
there has been evident almost a_ rivalry between the § 
voluntary and city hospital interests in attaining the 
desired result, and it is in this spirit that the Public 
Health Committee submits this resolution to the City 
Council. Actually, the only rivalry which has shown 
itself is in the desire to reach success in providing for the 
public the best and most fruitful hospital service possible 


Its Practical Outcome 


“The advantages which are bound to accrue from the 
existence of the new Board are too numerous to mention 
in detail, but it is certain that there will be a reductiog 
of waiting lists, an economy in hospital provision (inas. 
much as such an Advisory Board will view the needs of | 
the city as a whole, and be in a position not only to! 
estimate existing provisions of any special type, but to) 
see where the evolution of individual units of hospital 
service can most profitably, and best, be encouraged, 
either on account of accessibility to the public or off 
actual facility of hospital equipment in staff and material), 
Again, the concentrated use of highly © skilled and 
specialized staff, whether medical or nursing, will be 
assisted, and any major development which comes into 
the field, from whatever hospital, will be referred to and , 
considered by this joint Board in such manner as js, 
bound to react in a most beneficial way upon the service 
available to the people at large. 

‘For many years the whole of the hospital system 
of the country has been to a considerable extent in a 
state of unrest, inasmuch as the relationship of voluntary 
hospital work and the work of the hospitals vested ia! 
locai authorities has never been defined. It is the specific | 
desire of the Public Health Committee that in this city 
there shall be no occasion for such unrest, and that the 
hospital organization of the city as a whole shall be 
placed on a footing which will guard not only the interests 
of both sections of hospital provision, but will so guard 
them and guide them as to make the best possible use 
of every opportunity that arises. 


Conclusion 


‘It is important to observe that five members are to 
be appointed to represent the University on the nev 
Board. This is not a departure from the principles already 
enunciated. One of the greatest functions of the voluntary 
hospitals is the training of those who are in the future to 
carry on the medical care of the people, and such a pro 
posal as that now before us is bound to have its reaction 
upon the arrangements for the training of the medical 
practitioners of the future. Not only so, but the existing 
arrangements, as integral parts of the voluntary hospitd 
work, must be considered fully in any development 
redistribution of whatever character. It is unnecessafy 
also to remind the council that the addition of represents 
tives of the type that will constitute the University 
nominations will strengthen the Board and, to a certail 
extent, introduce a neutral element which is bound 
be of very great value. 

‘‘ The council is therefore strongly urged to approv 
the proposal as a wise measure of city government, ant 
one which will, in after years, be appreciated by its result 
as a far-seeing and constructive measure of public policy. 

An ambulance unit is being formed for service l 
Abyssinia. Medical personnel, both officers and orderlies 
are being selected from men who are young and fit, any 
according to qualifications and experience. Special cot 
sideration will be given to officers with surgical experien 
and to those conversant with tropical diseases. Voluntecs 
should send a statement of age and of qualifications to 
the Secretary, Personnel Subcommittee, 38, Alfred Place, 
South Kensington, S.W.7. The secretary will be glad t 
forward further information on request. 
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WELSH BOARD OF HEALTH 


ANNUAL REPORT, 1934-5 


An account of the work of the Welsh Board of Health 
during the past year is contained in the Annual Report! 
of the Ministry of Health for 1934-5, which has just been 
published 

The beginning of the present year marks an innovation 
in the taking over of duties in connexion with blind 
welfare work by the Board, these having formerly been 
the function of the Minister of Health. 


National Health Insurance 


Wales has a population of approximately 2,570,000, 
and practically three-quarters reside in the four counties of 
Glamorgan, Monmouth, Carmarthen, and Brecon, situated 
on the South Wales coalfield. The insured population 
numbers 937,000, of whom 213,000 are women. There 
was, the report states, a slight improvement in the level 
of unemployment in 1934, but approved societies in the 
industrial areas continue to experience serious losses of 
contribution income. The total expenditure on benefits 
—£1,654,000—was, however, the lowest recorded since 
1925. There was a marked decrease in sickness benefit 
expenditure, which is attributed mainly to the absence of 
any influenza epidemic during 1934, and to a reduction 
in the aggregate number of the insured population. For 
disablement benefit the expenditure showed an upward 
tendency. The total of insurance practitioners remains 
at about 930, and persons supplying drugs or appliances 
at about 778. There were 2,569,000 prescriptions issued 
during 1934, a slight decrease compared with the previous 
year. The sum distributed to the doctors in remuneration 
was £356,775. The standard of medical service provided 
continues, on the whole, to be satisfactory, but amounts 
were withheld from insurance practitioners in twenty-one 
instances for breaches of the terms of service. 

The Department has continued to stress the importance 
of accurate medical certification and of effective sickness 
visiting arrangements by approved societies in order to 
safeguard benefit funds. Further conferences were held 
between representatives of approved societies and of 
doctors in order to promote a better understanding of 
the requirements of medical certification, and the Depart- 
ment’s regional medical officers attended these conferences. 
The regional medical staff visited eighty-one insurance 
practitioners whose medical certification appeared to raise 
questions that required personal explanation ; and in one 
case, where the Department referred the matter to the 
Panel Committee under the Medical Benefit Amendment 
Regulations, 1930, the committee found that the prac- 
titioner had failed to exercise reasonable care in 
certification, such failure being regarded as of a serious 
nature. 

Owing partly to improved sickness experience and 
partly to the increasing practice of societies in con- 
sulting the doctors about the condition of individual 
members, there was a marked falling off in the number 
of references to the R.M.O’s. References as to capacity 
for work fell from 39,767 in 1933 to 33,968 in 1934. 
Twenty-three per cent. of the men and 43 per cent. of 
the women examined were found to be not incapable 
of work. 

By December 31st, 1934, there were 159,474 persons in 
Wales receiving pensions (or allowances) under the Contri- 
butory Pensions Acts. At the end of 1926, the first year 
of the operation of the pensions scheme, there were 
37,282 beneficiaries. By 1929 the number had increased 
to 93,548, and by 1931 to 134,404. This progressive 
increase, reaching now to a total of some 160,000 bene- 
ficiaries, is due to the larger number of persons qualitving 
for pensions and to the extended scope of the original 
scheme. There were 162 widows’ pensions awarded as a 


The report (Cmad. 4978) is on sale at 


HAM. 
1, St. Andrew's Cre scent, Cardiff. 
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Stationery Office, 


result of the Gresford Colliery disaster on September 22nd, 
1934. Special arrangements were made for dealing with 
the claims, and practically all pensions and allowances 
were in payment within three weeks of the date of the 
disaster. 


Public Health 


The steady fall in the tuberculosis death rate in the 
years since the war has continued. For 1934 the death 
rate from tuberculosis (all forms) was the lowest ever 
recorded for Wales, and it is pointed out that this death 
rate is 52 per cent. of the corresponding rate of thirty 
years ago. The Welsh National Memorial Association, 
which carries out the treatment for tuberculosis in Wales 
on behalf of the county and county borough councils, 
received £235,000 from the councils during 1934-5. The 
association has seventeen institutions, containing 1,517 
beds, and a new hospital for 300 beds at Sully, near 
Cardiff, is nearing completion. 

Infant mortality is also steadily on the decline, and as 
with tuberculosis the rate for 1934 (65 per 1,000 births) 
is the lowest ever recorded for Wales. The maternal 
mortality rate, however, continues to be high, and in 
recent years has shown a tendency to increase. Arrange- 
ments have been .made for the Department’s medical 
officers to make special visits to the areas in which the 
maternal mortality rate is persistently high, in order to 
assist in an intensive study of the problem in these areas. 
There are fourteen centres for the treatment of venereal 
diseases in Wales, and 4,972 new cases were dealt with in 
1934. This figure shows an increase on the figures for 
the previous two years. No cases of small-pox were 
notified in 1934. There was a noticeable increase in the 
number of licences to sell milk under special designations. 
For ‘‘ Certified ’’ and ‘‘ Grade A (Tuberculin-tested) ”’ 
licences the increase was 48 per cent.—the largest recorded 
for any year since the commencement of the Special 
Designations Order—and for ‘‘ Grade A’’ milk 28 per 
cent. It is anticipated that the Accredited Producers’ 
Scheme of the Milk Marketing Board will result in a much 
larger increase in the number of these licences. 

It is mentioned that the Glamorgan County Council 
is making the experiment of instituting in connexion with 
medical relief a panel system which gives to every person 
in need of such relief a choice of doctor. The arrange- 
ments have been brought into operation only in districts 
in which there was a vacancy in the post of district 
medical officer, or where the appointment of district 
medical officer was of a temporary character, and could be 
determined by the local authority. The Department has 
sanctioned the departures from the provisions of the 
Public Assistance Order, 1930, which are involved by the 
adoption of such arrangements. 


The Commonwealth Fund of New York, a philanthropic 
foundation existing since 1918 and supported by gifts from 
the late Mrs. Stephen V. Harkness, awards to male 
British subjects a number of Fellowships tenable at 
American universities. The committee will offer not more 
than five of these Fellowships in 1936 to persons holding 
appointments over-seas in the British Government, the 
Government of India, or the Government of a British 
Dominion, Colony, Protectorate, or Mandated Territory. 
Candidates must be of British descent ; they may be 
single or married, but must not have attained the age 
of 35 on September Ist, 1936. None is eligible who has 
already studied in the United States for one or more 
academic years. There is no fixed stipend, but the cost 
to the Commonwealth Fund of each Fellowship is estimated 
at about 3,000 dollars a year. In general, no limitation 
is imposed on the subject of study to be undertaken, but 
in the case of medical candidates, while research in the 
medical sciences or in clinical medicine or surgery is 
regarded as within the scheme, routine clinical work is 
excluded. Further information about conditions of 
appointment, etc., can be had from the Secretary, 
Commonwealth Fund Fellowships, 35, Portman Square, 
London, W.1. 
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PETTENKOFER AND HIS THEORY 

To men of this generation Pettenkofer is the shadow of 
a name ; magni nominis umbra, perhaps, but certainly 
umbra. Sometimes the name is recalled by the receipt 
of papers by Dr. F. Wolter, proclaiming the falsity of 
official conclusions respecting the epidemiology of typhoid 
fever and the eternal verity of the ground-water theory. 
But few public health students could (without referring to 
Hirsch) state what Pettenkofer’s theory really was. 

A monograph of 110 pages by a German professor, 
originally published in a highly official journal,’ would 
seem to promise instruction but hardly entertainment. 
Actually, Professor Rimpau’s admirably written mono- 
graph is both instructive and entertaining. He has set 
himself the task of writing a Stracheyesque account of 
the birth of Pettenkofer’s localist theory of cholera in the 
circumstances of the epidemic of cholera in Munich in 
1854 and has succeeded very well. Professor Rimpau begins 
with a short biographical sketch of Pettenkofer’s early life. 

Pettenkofer, who was born in 1818, never had much 
knowledge of, or interest in, clinical medicine. As a boy 
he was keen on belles-lettres, then Ke grew interested in 
chemistry, and became a pupil, and eventually an intimate 
friend, of Liebig. He took a medical degree, but began 
his scientific career as a chemist in the Bavarian Mint, 
and became extraordinary professor of medical chemistry 
in 1847. All his lite his point of view was that of the 
chemist. By 1854 he had acquired a considerable reputa- 
tion in Bavarian scientific circles, and his epidemiological 
work was done as a member of the Bavarian Royal Com- 
mission for the Investigation of Indian Cholera. 


CHOLERA: A TRIUNE DOCTRINE 

With the hearty approval of a majority of his colleagues, 
he published his Untersuchungen und Beobachtungen tiber 
die Verbreitung der Cholera in 1855, and the Bavarian 
authorities saw to it that the report had a wide distribu- 
tion. The Bavarian legations in all the great capitals of 
Europe were instructed to distribute copies of the report 
in the scientific circles of the countries to which they were 
accredited. Pettenkofer’s theory, as formulated in 1854-5, 
was that cholera depended on the following sequence. 
(1) A specific ‘‘ ferment ’’ or Keim, which itself could not 
cause cholera ; (2) a suitable soil in which the “‘ ferment ”’ 
could act and generate ; (3) a miasma which produced 
the disease so long as it was breathed in sufficient con- 
centration. The requirement (2) he believed to be fulfilled 
by excrement-sodden soil, due to cesspools and privies. If 
the theory were correct it followed (1) that epidemic 
cholera had nothing to do with the water supply, (2) that 
there was no risk of contagion. 

The Bavarian authorities had reasons, good and_ bad, 
for wishing Pettenkofer to be right. On the good side, 
his doctrine would powerfully reinforce arguments for 
spending much public money on properly sewering the 
city of Munich. On the bad, or shall we say, the less 
altruistic side, it was satisfactory to know that neither 
the municipal water supplies nor contagion (both factors 
which might weigh with visitors) were concerned. 


ATTACK AND DEFENCE 
The theory did not have quite a smooth passage. It 
was decidedly unfortunate that, although the epidemic 
was officially declared to be over on October 11th, the 
Queen Mother Theresa fell ill of cholera on October 25th, 
and died the following day. It would be offensive to 
good taste to attribute this sad event to miasmata arising 
in the royal palace, and Pettenkofer’s explanation that 
the queen acquired her illness from a bad smell generated 
in the building of the Industrial Exhibition was not very 
convenient. At this spot, Pettenkofer surmised that the 
vapour ‘“‘ might have been fatal to a hundred others.’’ 
A rash surmise, as Professor Rimpau remarks. If a 
hundred others might have been stricken in the palace 
‘Die Enstehung von Pettenkofers 
Miinchner’ Choleraepidemie vont Jahre 1854. Von 
1935. (Pp. 110 (Extracted 
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of industry, perhaps they were ; and then what would 
become of the house-infection doctrine? Then Virchow 
already almost the great Virchow, grimly regretted, in the 
Deutsche Klinik, that he and his colleagues in Berlin had 
dreamed away their time while these great discoveries 
were being made in Munich, and, a little later, rudely 
said that if Herr Pettenkofer had had a little more know- 
ledge of practical medicine he would have discovered that 
things are both simpler from one point of view and more 
dithcult from another than he supposed. A Dr. Friedmann 
of Munich assailed Pettenkofer in two journals, and 
pointedly referred to the case of Queen Theresa. Petten- 
kofer did not lack defenders. Karl Pfeufer, a much older 
man and one of the leaders of medical opinion in Munich, 
fell upon Virchow and Friedmann. Virchow was told that 
he fawned on Berlin and showed his claws to Munich, 
Friedmann was told (according to Dr. Rimpau) that he 
“nur zu den deis minorvis gentium gerechnet wird,’? which 
seems a nasty, ungrammiatical state to be in. 

But Pettenkofer needed no defenders, he was a much 
better writer than any of them. How well he could write 
the extracts given by Professor Rimpau show. — His 
literary skill is only made more manifest by the pains. 
taking analysis of his sciéntific evidence which Professor 
Rimpau has provided. Anybody who reads the analysis 
alone will wonder how Pettenkofer’s theory could have 
lived even nine days. Professor Rimpau shows that not 
only were the two communal water supplies liable to 
contamination, but that there were no means available 
of accurately delimiting the supplics drawn from the 
several sources. He shows that Pettenkofer had no 
means either of determining the numbers of persons 
exposed to risk in the different houses or of ascertaining 
the dates of attack. He shows that the very data Petten- 
kofer published in support of a cardinal point in his 
argument—namely, of the earlier maximum and greater 
severity of cholera in low-lying houses—could with equal 
cogency be used to support a precisely contrary hypo- 
thesis. Indeed, as Virchow said, the most formidable 
opponent of the theory was the theory itself. 


Wuy THE THEORY SURVIVED 

Pettenkofer’s theory survived much longer than nine 
days for two reasons. The first is that Pettenkofer had 
great literary ability and an associated capacity for 
ignoring what did not fit into his system and for over- 
estimating what did. Whatever other people had said 
which made for his theory became, ipso facto, “ well 
known ’’ and ‘‘ proved.’’ People who cited evidence in 
favour of his belief became, ipso facto, authorities. The 
parish doctor of Traunstein, who asserted that the 
geological foundation of Traunstein was Grauwacke, 
became ‘‘ well known as a_ geologist.’’ Traunsten, 
remarks Professor Rimpau, is actually not on Grauwacke, 
but on Nagelfluh. 

The second reason is that Pettenkofer was not either 
a liar or a quack, but a great investigator doing pioneer 
work. He was the first man in Germany to undertake a 
serious field and statistical investigation of an epidemio- 
logical problem and to spare no labour in collecting and 
analysing his data. That his statistical data were of poor 
quality and his statistical technique and acumen consider- 
ably behind those of his great contemporary Farr is not 
his fault. He was in closer touch with field work than 
Farr and a better statistician than Simon. Any serious 
epidemiologist will share Professor Rimpau’s hope that 
the soil theory of Pettenkofer ‘‘ will not remain a museum 
piece, but that the usable epidemiological observations 
and formulations of questions, which are the valuable 
kernel of the theory, will be heeded in the further develop- 
ment of epidemiological research.”’ 

Pettenkofer has been unfortunate in his good fortune. 
Had he been a duller writer, had he produced his theory 
at a less propitious moment, from the pragmatic point of 
view of his contemporaries, then he might not have had 4 
public monument in the Maximiliansplatz, but the true 
part of his theory might have been incorporated in the 
teaching of epidemiology ail over the world, and the 
supporters of the soil theory in our time would not be 
regarded by most of their contemporaries as a queer sect 
of fanatics. 
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Ireland 


Typhoid Outbreak in Belfast 


At a recent meeting of the Public Health Committee, 
Alderman Dr. Williamson, chairman, assured the public 
that there was no cause for anxiety in connexion with 
the present outbreak of typhoid fever. It was true that 
a number of cases of typhoid fever had occurred in the 
north end of the city, but effective measures had been 
taken to deal with the source of infection. It was 
expected that cases would continue to occur for ten or 
twelve days, but everything possible was being done to 
prevent the spread of infection. Dr. Williamson said 
that thirty-four years ago typhoid fever was very 
prevalent in Belfast, and that a health committee made 
an extensive report on the subject in 1908. Since 1920 
the number of cases had gradually diminished, until 
last year only twelve were notified. He also referred 
to the depositing of crude sewage on the County Antrim 
side of the river, and to the definite fact that the fore- 
shore of Belfast Lough, in the Whiteabbey area, was 
being polluted in consequence. The port sanitary autho- 
rities, he added, were determined that this practice must 
stop. 


Decline in Tuberculosis Death Rate 


In his annual report Dr. Hugh O'Neill, county medical 
officer of health for Westmeath, states that the death 
rate from tuberculosis has been falling for many years 
in this and neighbouring counties. An actual increase 
in the number of patients under treatment may or may 
not be evidence of increased prevalence, but in either 
case there is no need to be despondent. If there is 
increased prevalence then the population generally must 
have developed increased resistance to the disease, other- 
wise the death rate would show a rise instead of a fall. 
Alternatively, it may be suggested that treatment is 
becoming more successful, and that in spite of the greater 
prevalence there are more recoveries. But an increase 
in the number of patients may only be evidence of 
greater co-operation of the public and of the medical 
profession, in the coming forward of patients for treat- 
ment at an earlier stage, in earlier and better diagnosis, 
and in the more thorough searching out and examination 
of contacts. 


Medical Services in Belfast Union 


The Belfast Board of Guardians has received a letter 
from the Ministry of Home Affairs referring to a visit 
paid by Dr. M'Cloy to the workhouse buildings. Dr. 
M‘Cloy gave a very satisfactory report, especially as to 
the infirmary and hospital. Exception was taken to a 
few matters of minor importance. The Board of 
Guardians is, it is stated, deserving of the greatest praise 
for having provided the now complete Jubilee Maternity 
Hospital, and is to be congratulated on the highly 
successful issue of its efforts to establish a_ separate 
department for maternity and gynaecology, constructed 
and equipped on the most modern lines. The old 
Maternity Hospital building, which is now to form the 
“septic block ’’ of this department, has been satis- 
factorily reconditioned, except in respect of a few of the 
Temaining tiled floors, which will require to be put in 
order betore this block can be taken into use. Since 
the date of the last inspection 935 midwifery cases, with 
883 live births and fifty-two stillbirths, were dealt with, 
and in twenty cases the operation of Caesarean section 
Was found necessary. During the past year 250 major 
and 685 minor gynaecological operations were performed, 
and twenty-nine patients received treatment by radium. 
If, as mav be anticipated, the Board of Guardians should 
feel disposed, within the next few years, to remodel the 
interior of the infirmary in order to bring it more into 
harmony with its new hospitals, a number of the 
Suggested improvements—the introduction of lifts and of 
central heating, and the provision of a new operating 
theatre—might be deferred without unduly impairing 
eficiency, pending the larger work being undertaken, 


unless they can be effected so as to fit in eventually 
with such a scheme of reconstruction. During the year 
ended March 81st last the total number of admissions 
to the general hospitals was 13,610, and to the Fever 
Hospital 1,773. The numbers under treatment and 
examination in special departments for the same period 
were as follows. Examinations in the x-ray department, 
836 ; films developed, 1,426 ; patients screened only, 148. 
Electrocardiographic department examinations, 82 ; 
prints made, 157. Bacteriological laboratory, total 
investigations, 4,402 ; massage department, for the year 
ended June 30th, 1935, 1,809 treatments ; radiant heat 
treatments, 1,163 ; electrical treatments, 415 ; sunlight 
treatments, 118 ; diathermy, 126; aural ionization, 313. 
In the dental department, for the year ended June 30th, 
1935, there were 393 patients, including twenty-eight 
boarded-out children. Since the date of the last inspec- 
tion the number of operations performed was as follows: 
general surgery, 466 major and eleven minor ; orthopaedic 
surgery, 272 ; eye, ear, and nose and throat surgery, 339. 


England and Wales 


Ambulance Service 


In the report of the Home Service Ambulance Com- 
mittee of the Joint Council of the Order of St. John and 
the British Red Cross Society for the quarter ended June 
30th it is stated that there were then 142 of the com- 
mittee’s ambulances at work in the country and 199 
athliated ambulances, making a total of 341. The number 
of patients carried during the quarter was 33,832, bringing 
the total number of cases carried to 1,504,367. A table 
shows the differences in the distribution of these ambu- 
lances. Thus, while there are twenty-seven at work in 
Devonshire, twenty-four in Kent, and twenty-two in 
Essex, there are but three in Hertfordshire and Shrop- 
shire, two in Dorset, Northumberland, and Bedfordshire, 
and one each in Wiltshire, Westmorland, and several 
Welsh counties. Public ambulance services have now been 
instituted by a large number of local authorities, and the 
number of ambulances available for the transport of 
patients is very much greater than it was in the earlier 
period after the war when the Home Service Ambulance 
Committee began its work. It is noted in the report that 
the patient to-day travels in an ambulance with a degree 
of comfort and confidence which is in really remarkable 
contrast with the conditions of ten or fifteen years ago. 


Queen’s Institute of District Nursing 


A report has been issued by the Queen’s Institute of 
District Nursing on the midwifery cases attended by the 
Queen's Nurses and village nurse-midwives during 1934. 
The number of cases attended without a medical practi- 
tioner being engaged fer the confinement was 68,519, an 
increase of 4,375. This increase is partly accounted for 
by the inclusion of reports from Cumberland and the 
North Riding of Yorkshire county nursing associations, 
which were not affiliated in 1933. Medical aid was 
obtained in 21,847 cases for the mother (33.6 per cent.), 
and for the child in 3,652 cases (5.6 per cent.). The 
number of maternal deaths was 188, equivalent to a 
maternal rate of 2.74 per 1,000, as compared with 2.26 
per 1,000 in 1933 and 2.1 in 1932. The rate was 1.98 
per 1,600 in urban districts and 2.98 in rural districts. 
The number of forceps cases was 4,376, a percentage of 
6.9. The numbers of deaths from sepsis appear to be 
slowly increasing, representing 45.7 per cent. of the total 
in 1934 as compared with 33.8 in 1933, but of the eighty- 
six cases reported this year thirteen have been included 
which were attributed to other causes, such as embolism, 
pneumonia, and influenza, since it appears more likely 
that sepsis was really the determining factor. The rate 
of those actually certified as having died from sepsis was 
38.4 per cent. There are said to be few instances where 


ante-natal work has not been possible, but many patients 
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this part of the midwives’ work very disappointing. It is 
added that the seriousness of the complications that have 
occurred in previous pregnancies, the general ill-health of 
some of the women, and the small measurements of 
others suggest that such cases should not be undertaken 
by midwives. The number of these attended is thought 
to be increasing, and this increase is stated to be partly 
due to the arrangements made at the request of the 
medical practitioner that his assistance should be avail- 
able as required by the midwife on receipt of a medical 
aid form, and also that by this means both medical and 
maternity nursing care will be within reach of the patients 
whose income does not allow of payment for both services. 
Another report issued by the Queen’s Institute deals with 
the nursing of patients suffering from notifiable and other 


CORRESPONDENCE 


The Status of the Ship Surgeon 


Sir,—From time to time one sees correspondence on 
this subject, and as I have some experience of this branch 
of medical practice perhaps a few remarks would not be 
without interest. In ordinary practice on shore a practi- 
tioner is not thrown entirely on his own resources in 
these days of hospitals, clinics, and county and other 
laboratories, to say nothing of the easy and rapid com- 
munications available to secure help or advice in the 
difficult case or the surgical emergency ; although it is 
not suggested that the average doctor to-day is not com- 
petent to deal adequately with most of his cases without 
all these aids. But on board ship the surgeon is respon- 
sible for everything which concerns the health of the ship, 
and in case of illness or injury he has no one with 
whom responsibility may be shared. Not only must he 
make up his own mind as to diagnosis and treatment, but 
he must also carry out that treatment without trained 
assistance. 
a doctor on board, but he may be unable, unwilling, or 
In cases where an anaesthetic 1s 


Of course on a passenger vessel there may be 


incompetent to assist. 
necessary the ship surgeon must be responsible for this as 
well as for the surgical treatment being carried out. 

There is another aspect of the case which applies to 
the man who has chosen the position as ship surgeon as 
a permanent occupation. On a smallish passenger ship, 
especially during the slump that shipping is experiencing 
at the present time, work is very often slack, because the 
ship is probably never more than a third full ; and with 
congenial company, and in many ways a care-free life, 
the surgeon may get into a very easy-going way of living. 
There are many pleasant ways of passing the day, so 
that, with few cases to stimulate interest, it is, to sav 
the least of it, difficult to read books and journals and 
keep informed of current ideas. That there is some 
truth in this is borne out by the layman's very common 
views of the ship surgeon as a type. He is generally 
supposed to be so incompetent that he would be no use 
in practice ashore ; to be such a hard drinker that he is 
perpetually in a semiconscious state ; or else to be a youth 
newly qualified, the world at the company’s 
expense, and determined to enjoy himself to the full and 


seemng 


do the minimum amount of work. 

The shipping companies are very largely responsible for 
this state of affairs, for many of them take on men with 
but the scantiest inquiries into their capabilities or experi- 
ence, and it seems to me that as long as the ships of 
companies of this sort are supphed with the kit of tools 
of the Board of Trade requirements, and a man whose 
name appears in the Medical Register, their interest in 


the medical department ceases. Other companies, on the 


CORRESPONDENCE 
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power 
to pay. In 1934 there were 54,647 such cases, and the 
number of visits totalled 921,660. The total number of 
visits paid by Queen’s nurses in all cases in England and 
Wales was over 14 millions. A large number of uncom. 
plicated cases of measles were attended in 1934, thus 
enabling skilled nursing care to be given in the earl 
stages. The number of measles cases complicated by 
pneumonia has not greatly increased, and the mortality 
rate from this cause remains at Just over 8 per cent. in 
the last three years. It is added that the general mor- 
tality rate of most cases is lowest in London and highest 
in urban areas of England and Wales, with the exception 
of pneumonia cases, for which the mortality is highest in 
rural areas of England and Wales, and of complicated 
measles, for which the rate is highest in English rural areas, 


other hand, realizing that the medical department is an 
important one, have a medical superintendent—a_ whole- 
time man—and he is entirely responsible for the efficient 
management of the medical side, as regards both the 
equipment of the ships and the appointment of the 
surgeons. 

Surely sooner or later the ship surgeon will have to be 
looked upon as something other than a necessary evil by 
the shipping companies, and his selection and_ training 
should be as carefully looked after as similar appointments 
in the Navy. There are two alternatives which suggest 
themselves to me. One is that the companies should have 
a rota of men engaged in active practice on whom they 
could cali at regular intervals, annually or otherwise, 
This would at any rate be quite useful in the case of tha 
smaller ship, where the voyage lasts a month or so. In 
the case of longer voyages, or where for some other 
reason whole-time men were employed, an opportunity 
should be given, at the company’s expense, for post- 
graduate study. At the present time, if a man is suffi- 
ciently keen to undertake a post-graduate course he must 
miss at least one voyage and the pay that goes with it, 
and bear the cost of the himself. This may be 
too heavy a burden for him, and so he is very apt to 
stagnate and get behind the times in his knowledge and 


course 


efficiency. 

I myself am engaged in general practice, and have the 
good fortune to be in a town where there is an efficiently 
run cottage hospital. One is able to treat one’s own 
cases in hospital and also get a good deal of surgical and 
anaesthetic experience. I have done several voyages in 
different types of ships, and on the last three of them ] 
have had to perform major operations for acute abdome 
inal emergencies—two cases of acute appendicitis and one 
of acute intestinal obstruction. I contend that it is unfair 
to expect a man to be able to deal with such common 
emergencies on board ship, and often single-handed, unless 
he is given adequate opportunity for post-graduate study. 

Another important subject which is often left in the 
background is the subject of anaesthetics. There are so 
many and new methods of anaesthesia useful when one 
is unavoidably compelled to work alone that I think 
special instruction in them might very profitably be 
given the ship surgeon. Among such are sodium evipan 
(intravenous), avertin (rectal), and spinal anaesthesia. I 
found the first and last of these very useful on my last 
voyage, though I took my own supplies and apparatus 
for their administration. One could hardly expect the 
shipping company concerned, efficient though its medical 
department is, to carry expensive drugs such as_ these 
when their regular staff is not in a position to learn the 
technique of their use. 

There are other aspects of this branch of practice om 
which one could write—for instance, tropical diseases and 
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the legal and hygiene sides—but I feel that this letter 
may already be too long for publication. In any case 
I must apologize if I have trespassed too much on your 
space.—I am, etc., 

J. R. Hamerton, M.B., B.S. 


Herne Bay, Aug. 28th. 


Mental Patients in General Hospitals 


Sir,—I note that in your Educational Number, in the 
article on psychological medicine, you state: ‘‘ At the 
Middlesex Hospital a small number of mental cases are 
treated in the hospital as in-patients. This is an impor- 
tant move from the teaching point of view.’’ It is 
perhaps only fair, since hardly any hospitals do this, to 
call your attention to the fact that a small number of beds 
have been allotted for a similar purpose at Guy’s Hospital 
for the past several years.—I am, etc., 


London, W.1, Sept. 5th. D. 


The Psychoneuroses and Medicine 

Sir,—Somnifaine narcosis as a treatment may be 
“orthodox medicine. Dr. Goodall (Journal, September 
ith, p. 476) is well qualified to judge. It may be effective 
—for a time, and in desperate circumstances. It will 
not have the same dangers as, for example, giving opium 
for a “‘ pain in the belly,’’ though its rationale as a 
method of treatment is much the same. The principal 
objection to it is its utterly unscientific nature and results. 
It is adopted blindly, in ignorance of the nature and 
causes Of the condition to be treated ; and, cure or fail, 
the treatment leaves us in the same state of ignorance. 
Dr. Goodall’s personal conception of psychotherapy 
perhaps justifies his ‘‘ stark ’’ summary of this process 
as “cure by talk '’ ; but it does not happen to be the 
method practised by psychotherapists themselves. And 
Dr. Goodall has been president of the Royal Medico- 
Psychological Association! This much at least may be 
said, that, while an anxiety state may be diagnosed at 
a glance, on/y by talking to a patient can one get a 
full picture of the illness, its history, and the charac- 
teristics of the suffering mind. The question at issue is 
merely the scientific admissibility (or otherwise) of a 
particular working hypothesis. The issue is invariably 
ignored or tactily prejudged by the advocates of 
“orthodox "’ medicine. If vou have space, Sir, let me 
restate the assumptions of psychopathology—as applied 
to the illness under discussion. 

Anxiety is a natural emotional reaction, but may be 
excessive in relation to known (or admitted) causes. 
Most or all of its manifestations may be brought about 
by bodily disease—for example, exophthalmic goitre—but 
we cannot inter that all apparent excesses of anxiety are 
so determined. We appear to be able to correlate directly 
certain factors and courses of upbringing with, for example, 
a distrustful, un-selfconfident temperament liable to 
exacerbations of anxiety. We propose to explore and 
develop this type of correlation by the intensive study of 
patients’ life histories and minds through the medium, 
inter alia, of intimate conversation. Doubtless between 
life history, on the one hand, and present ‘‘ disposition "’ 
or character there must be a somatic link, cerebral or 
otherwise, just as there is in the case of language or 
any other “‘ learned ’’ reaction. But just as we can infer 
that a person with certain peculiarities of dialect must 
have had a certain environment in childhood, so we can 
trace certain constant relationships between ‘‘ rearing ”’ 
and “symptom without referring to the intermediate 
“cause (cerebral ‘‘ engrams,’’ memory traces, or con- 
ditioned reflexes) whose physical nature is almost entirely 


unknown to us—perhaps unknowable. It can further be 
conceded that the first term of our equation—infantile 
environment—is terribly complex, and the second term 
—personality—extremely intangible and insusceptible to 
measurement. But we do the best we can with the data 
at our disposal to educe the reliable generalizations which 
we call scientific knowledge. Incidentally we produce 
effects on our patients which are called ‘‘ cure.’’ From 
the scientific point of view this is not proof of anything, 
but just another fact to be studied and formulated. 

Now it is not a question of verification of findings, but 
of validity of method. Is the rationale of psychopatho- 
logy, thus outlined, a valid scientific method or not? 
This is the challenge which the orthodox will never meet, 
yet they reiterate the demand for ‘‘ orthodoxy.’’ Even 
your article on psychological medicine addressed to 
students insisted that mental diseases had to be studied 
and treated along the same lines as bodily diseases. I 
submit, Sir, that this is an open question—methodo- 
logically at least—and that those who would closure it by 
authority are showing bias. How are we to treat this 
bias? ‘‘ Cure by talk ’’ is obviously ineffective. Must 
we then resort to such ‘“‘ orthodox’’ methods as 
craniotomy ?—I am, etc., 


London, W.C.1, Sept. 6th. Tan D. Surtie. 


Sir,—It would be interesting if Dr. Goodall would tell 
us a little more about those friends of his who told him 
that the treatment of neurosis by prolonged narcosis is a 
departure from orthodox methods of psychiatry, and to 
whom he very properly administered a sharp rebuke en 
revanche. At present I do not understand the story. What 
did the friends mean? What are the orthodox methods 
of psychiatry, and what are the orthodox methods of 
medicine? There is a strong suggestion in Dr. Goodall’s 
letter that any treatment which does not involve the 
use of drugs is unorthodox, and it is also implicit in 
the letter that suggestion, persuasion, explanation, re- 
education, and above all talk, are processes not to be 
employed by the orthodox, though I have always under- 
stood that the only fundamental difference between human 
and veterinary medicine is that in the former you 
talk to your patients and have to explain and sometimes 
even persuade, whereas in the latter you cannot do so 
even 1f you want to. 

I am puzzled also in this part of the letter by the idea 
that patients should be asked to choose between having 
their minds ‘‘ rustled ’’ and undergoing prolonged narcosis. 
Even in orthodox medicine I should have thought that 
the doctor advised what the treatment should be, and did 
not put alternatives before patients, who would be quite 
unable to judge between them. 

Everyone who is interested in the treatment of the 
psychoneuroses—and that means every doctor—will be 
glad to hear that certain patients have been cured by 
drugs alone, but that will not absolve doctors from their 
old duties of talking to their patients, trying to explain 
when they ask questions, and sometimes persuading and 
suggesting, even re-educating. It might be well, too, for 
Dr. Goodall to remember that though some patients have 
been cured by prolonged narcosis, a number have been 
cured by quite short talks. Fond as I am of sleep, 
I should, in my own case, like to try a talk or two first. 
There is, by the way, no need to apologize for the 
expression ‘“‘ cure by talk,’’ which has, of course, been 


used often in psychotherapeutic literature. 

Is it not time, Sir, however, that we had done with 
the idea that there is an antithesis between psychotherapy 
and physicotherapy? Because a fresh physical method has 
been discovered, is that a reason for jeering at psycho- 
therapy ? 


In every department of human life, except, if 
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it is recognized that individual persons must have both 
physical and mental pabulum. A man must have bread— 
that is an absolute necessity ; but also he cannot live by 
bread alone, and that means that he must have mental 
food too, be it poetry, or music, or thoughts, or love, or 


hate. It must be something not material. And so in 
medicine, which is the work of the physician, the 


naturalist, the expounder of nature. He will not be a 
wise physician, though he may be orthodox, priestly, 
who withholds psychotherapy from any patient whatever 
under his care. He will be equally unwise if he fails to 
realize that physical needs must be attended to also. The 
two conceptions are not opposed, but complementary.— 
tami, -etc.. 


‘London, W.1, Sept. Sth. T. A. Ross. 


Dr. Bohler’s Fracture Clinic in Vienna 

Sir,—The recent publication of the fourth English 
edition, translated by Professor Hey Groves of Bristol 
from the fourth enlarged and revised German edition, 
of The Treatment of Fractures, by Dr. Lorenz Bohler 
of Vienna, and the report of the Fracture Committee set 
up by the British Medical Association, have greatly stimu- 
lated interest in the all-important subject of the modern 
treatment of injuries of bones and joints. 

No personal or other introductions are necessary at 
Dr. Bohler’s Insurance Accident Clinic in Vienna. The 
visits of post-graduates from many parts of the world 
are so frequent that an organized system of dealing with 
them has been developed. Printed explanatory — slips 
giving full details of the working of the clinic are handed 
to each visitor. One realizes at once the scope of one’s 
privileges and of one’s limitations, and a definite time- 
table of work saves much usually wasted effort. At the 
first visit, which is always free, the newcomer is taken 
in hand by a clerk who speaks English. For subsequent 
visits a nominal fee of ten Austrian schillings per week 
is made. Dr. Bohler himself, his chief assistant, and at 
least two of the junior assistants speak English well. 
During the regular morning ward visits to each of about 
one hundred patients, questions as to points of treatment 
are answered fully and courteously. Set operations on 
various types of fractures take place at 7.30 a.m. ; the 
morning clinical round begins at 10.30, and usually lasts 
a couple of hours. On alternate mornings there 
careful and detailed exposition of x-ray films, usually 
in German. <A special lecture is given every Wednesday 
evening at 7.30, in a lecture room surrounded by large 
scrolls bearing the principles of the master’s methods of 
This lecture is always crowded, mainly by 

and possible practical 
given of recent fracture, 
none are available, 


treatment. 
university students, whenever 
demonstrations are on Cases 
either simple or compound, or, if 
the results of treatment are shown instead. 

A visit of reasonable duration this fracture clinic 
forces one to the inevitable realization, in this of 
machinery and rapid transport, of the overwhelming im- 
portance and necessity for the specialized treatment by a 
team of skilled workers of injuries to bones and joints. 
Only by some such methods can a drastic reduction be 
effected in the numbers of disabled who would otherwise 
become economically Every visitor to the 
clinic is impressed by the use of unpadded plaster casts, 
the amount of local anaesthetics used, the special abduc- 
tion arm-splint for nearly all injuries of the upper 
extremity, and the amount of voluntary movement which 
is carried out as a rational part of treatment. To 
patients with fractured spines in plaster jackets perform- 
ing with apparent pleasure difficult gymnastic exercises 


to 


age 


inefficient. 


see 


is to witness a revolution in methods. 
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It is a great pleasure to express in the British Medical 


Journal one’s grateful thanks to all connected with Dr, - 


Bohler’s clinic tor their kindness and unfailing courtesy, 
—I am, etc., 
CHARLES V. Mackay, 


Bavaria, Aug. 25th. 
Chloroform in Midwifery 

Sir,—Strange as it may seem to many readers of the 
Journal, controversies still rage on the merits of chloro- 
form as an anaesthetic, despite the accumulated evidence 
of the past ninety years, and apparently in total disregard 
to pharmacological, statistical, and clinical facts, which 
seem to present an incontrovertible case against the 
continuance of its use. 

Very briefly the evidence is this. 

The perfusion experiments of Sherrington and Sowton! 
show that chloroform is at least eight times as toxic to 
the mammalian heart as ether, and Embley’s work? 
explained the abnormal activity of the inhibitory centre 
in the earlier stages of chloroform administration, which 
accounts for the sudden cardiac arrest during induction 
and the depressant action of chloroform on the circulation, 
Flagg’s experiments* proved that ether does not cause, nor 
can it be made to produce, the degenerative changes in 
the liver and kidneys which Howland* and others were able 
to produce at will with chloroform—changes which occur 
in humans after even a short anaesthesia of twenty to 
thirty minutes in a by no means inconsiderable percentage 
of cases. The dangers of chloroform, then, commence in 
the early stages of induction, continue during the whole 
period of anaesthesia, but do not end there, as no one 
can predict delayed chloroform poisoning. 

The following are the figures collected by Julliard’ and 
Ormsby* in the days when ‘“‘closed '’ ether methods were 
in vogue. 


Number of Number of 


Anaesthetic Administrations Deaths Death Rate 
Julliard’s 
Chloroform... 524,507 AGE lin 3,258 
ether 314,738 1 in 14,987 
Ormshy's 
Chloroform... 152,260 lin 2,873 
Chloroformandether 11,176 ........ lin 5,558 
ether 1 in 23,204 
Ether is about six times safe as. chloroform. 


Ormsby’s figures bear out the contention of Lundy?’ of 
the Mavo Clinic that mixtures of anaesthetics are as 
dangerous as their most dangerous constituents. The 
clinical case may be deduced from the fact that chloroform 
is not used at all in many hospitals and clinics in this 
country, and the Committee on Anaesthesia of the 
American Medical Association in 1912 stated that in its 
opinion its use was unjustifiable. Such being the evidence, 
it is difficult to reconcile the opinion frequently expressed, 
the lay that chloroform in obstetric 
‘is quite safe and without any danger what- 
ever.’’ In America chloroform not used in obstetric 
practice, and Hewitt® advises that for turning, instru- 
mental delivery, craniotomy, and other operations ether 


even in press, 
practice 
is 


should be given. 

Perhaps some chloroform adherent will tell us why in 
obstetric practice the administration of chloroform to 4 
patient whose liver and kidneys are already taxed beyond 
the non-parturient limits is quite safe.—I am, etc., 


Wigan, Sept. 4th. W. Cooke. 


. Sherrinetot, C., and Sowton, Waller, Horsley, V., et al.: British 
Medical Journal, 1902, 1908, 1904. 


2Embley: Ibid., 1902 ; Journ, of Phis:, xxii, 147, 
$Flage, P. J.: The Art of Anaesthesia, fiith edition, p. 189. 
1 Howland: Quoted by Flagg, ibid., p, 188. 

Julhard : Rei Méd. de la Suisse Romande, 1891, 

6 Ormsby, L.: British Medical Journal, 1877, i, 451 

7 Lundy, J. S.: Journ. Amer. Med. Assoc., 1935, civ, 2313. 


219. 


* Hewitt, F. W.: Anaesthetics, fourth edition, 1912, p. 
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Cerebral Malaria or Encephalitis Lethargica? 

Sir,—With reference to the case recorded by Dr. P. K. 
Ghosh in the Jowrnal of July 27th (p. 162), under the 
title of ‘‘ Cerebral Malaria or Encephalitis Lethargica?”’ 
the following cases may be of interest. Only the main 
points are stated. 


On March 18th, 1935, an Indian Christian man, aged 22, 
was admitted to the Church of Scotland Mission Hospital, 
Jalna, Deccan, with high fever and in a state of semi-con- 
sciousness, having been ill for two days. As is usual in such 
cases, a blood smear was taken, and was immediately followed 
by an injection of 10 grains of quinine. The blood film proved 
negative ; nevertheless, further quinine was given, but to no 
purpose, and the condition of the patient deteriorated. Mean- 
while his child was admitted with convulsions and fever. The 
plood smear proved positive for malaria, which suggested that 
the diagnosis of the father’s complaint was also malaria. The 
child rapidly reacted to intramuscular quinine, but the father, 
still semi-conscious, developed a very severe headache and a 
stiff neck. His neck could not be flexed, reflexes were lost, 
motions and urine being passed in bed. The tongue was 
coated. Lumbar puncture was normal. He could be roused 
to answer questions and to take nourishment. The diagnosis 
of encephalitis lethargica, the first I have seen in this district, 
was made on the seventh day after admission, when he 
developed ptosis of the left eye and complained of double 
vision. The patient made a good recovery after a severe 
illness of four wecks’ duration, and since then has shown 
no signs of post-encephalitic Parkinsonism. 

About the same time I saw the wife of a local dector here 
who had suddenly become semi-conscious. There was severe 
headache, but no fever until the following day. The blood 
was negative for malaria, and the lumbar puncture and urine 
normal. I treated the patient for cerebral malaria, but she 
died on the fourth day. I regard this also as a possible case 
of encephalitis, though the course seems very rapid. 


Encephalitis lethargica undoubtedly occurs in India, and 
Iam inclined to agree with Dr. P. K. Ghosh that many 
cases are missed or treated as cerebral malaria.—I am, etc., 


Jalna, Deccan, Aug. 2Ist. A. GREVILLE YOUNG. 


*,, In a note in the Journal of August 17th (p. 326), 
Dr. Ghosh states that his patient had indefinite neuro- 
logical symptoms before the fever, and that the latter 
“appears to be due to malaria, as a malarial parasite was 
found in the blood.’’—Ep., B.M.]. 


Infrequent Epileptic Fits 


Sir,—Having read the letter by Dr. Vaughan Pendred 
(Journal, August 10th) I should like to report two such 
cases which have come under my observation. 


The first case was that of a young man who suffered from 
infrequent attacks of petit mal type, mostly in warm summer 
weather, about once a vear. The last attack was two years 
ago, on a Sunday morning at church service. He is on. pot. 
brom. and luminal treatment. It is interesting to note that 
this patient was driving a car, as a traveller, and my advice— 
which was later on agreed upon by a neurologist—was that 
he should give up motor driving for some few years, till he 
Is tree from any attacks. 

About a year ego I was called to see an old lady, aged 75, 
who had a ‘‘ fit,”’ and when I saw her I could not make out 
any abnormality, except some lens opacities ; no previous 
history of any fits. Subsequently she went away for a 
holiday to the seaside with her daughter, who shared the 
Same room. One night the old lady retired to bed appar- 
ently in her usual health ; « peculiar noise woke up. the 
daughter, who found the mother unconscious in 
A doctor was called in, who informed me that she was un- 
Conscious, with stertorous breathing and small pupils which 
Were not responsive* to light, and he thought the lady had 
a stroke. However, next morning she had recovered, with 
the Memory of a bad dream. Some wecks after returning 
home from holiday I was called out in the middle of the 


night to the same lady in a “‘ fit.’”. The daughter, who slept 
with her in the same room, was woken by a peculiar noise, 
and found her mother unconscious. When I arrived she was 
still unconscious, with stertorous breathing and frothy fluid 
exuding from her mouth. Pupils did not react to light : 
reflexes were ++, and on the right side there was an exten- 
sor plantar response. Some enuresis was present. In view 
of the fact that there was no previous history of any kind 
of fits, apart from the two others mentioned, and also owing 
to her age, I diagnosed the case as a cerebral haemorrhage. 
However, when I visited the patient again some few hours 
later, she was sitting up in bed recovered from the attack, 
and only remembered a peculiar dream. In view of this there 
is no doubt that this is a case of epilepsy with a very late 
onset. She is now on luminal, 1 grain twice daily, and for 
the last eight months she has had no further attacks. 


—I am, etc., 


> - 
London, N.5, Sept. 4th. L. B. SHEINKIN. 


Sir,—Referring to Dr. Pendred’s letter in the Journal 
of August 10th (p. 279), although I agree with him that 
the intervals between seizures may be incredibly long, 
and that cases may develop late in life, yet I do not 
uphold his opinion of luminal and bromide treatment 
being absurd. I wonder if any of the cases he mentions 
has ever had a full two-years course of lumina! treatment, 
and has after years been subject to another epileptic 
attack. 

I have had a patient, aged 45, under treatment for the 
last eighteen months. He had his first attack two years 
ago, the second three months later, and since then four or 
five daily until he came to see me. I put him on luminal 
and bromide, gradually raising the dose to luminal 
4 grains and bromide 20 grains a day, at the same time 
looking after his general health. The number of fits is 
reduced to one minor attack every two or three weeks. 

I quite agree with Dr. Ghosh’s suggestion (Journal, 
August 17th, p. 320) that a two-years course of luminal 
should be tried in every case.—I am, etc., 

B. P. Nigam, M.B., B.S. 


London, S.E.20, Aug. 24th. 


Shifting Sands of the Architecture of Medicine 


Sir,—-Dr. G. Francis Smith, in his letter of August 
24th (p. 478), expresses sympathy with the practitioners 
of homoeopathy on account of the ignorant criticisms to 
which they are subjected ; but he himself makes certain 
charges against them which lack substantiation. 

I do not know why Dr. Smith should suggest that 
practitioners of homoeopathy advertise themselves. The 
Fellows and Members of the British Homoeopathic 
Society are all graduates of British medical schools. 
They represent practically every teaching school in the 
British Isles, and many of them are distinguished products 
of those schools. Many of them are members of the 
British Medical Association, and so far‘as I am aware 
they observe the ethics and the common decencies which 
are supposed to be observed in our honourable profession. 
It is true that they become known as homoeopathic 
doctors—a ridiculous title, by the way—but this is not 
due to advertisement on the part of the doctor, but 
usually zeal on the part of his patients. In exactly the 
same way a psychotherapeutist becomes known as such, 
and also a vaccine therapist. 

With regard to the labelling of our hospitals as homoeo- 
pathic, or, as in the case of the Liverpool Hospital, with 
the name of the founder of homoeopathy, Hahnemann, 
this conveys but little to the patients, who will refer to 
the institution of their choice as the ‘‘ Honeymoon 
Hospital,’’ the ‘‘ Aluminium Hospital,’’ or the ‘‘ Home 
and Patrick Hospital.’’ The retention of the title, how- 
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People who have experienced benefit from homoeopathy, 
or have witnessed what it has done to others, have a 
right to know where they can obtain this treatment. 
So long as this valuable therapeutic method is unrepre- 
sented in the voluntary and public assistance hospitals 
of this country homoeopathic hospitals must remain 
homoeopathic hospitals. There is no need to label any 


famous London hospital ‘‘ allopathic.’’ No patient runs 


the slightest risk of being treated homoeopathically 
there! 
No, Sir, I do not think that we can be accused of 


unethical conduct. I wish I could say the same of our 
critics, Every member of our society has been the 
victim of conduct on the part of his professional brethren 
which violates the canons of ordinary decency, and I 
myself have had more than one occasion for instituting 
libel proceedings against medical men, a course which 
would be repugnant to me. Perhaps if medical students 
were given an outline of the principle of homoeopathy 
during their materia medica course, instead of hearing 
their professors hold it up to ridicule by way of enliven- 
ing an extremely dull set of lectures, we should be spared 
some of the many rather stupid letters which are written 
on the subject.—I am, etc., 

F. B. JuLran. 


7th. 


Liverpool, Sept. 


Medico-Legal 


OSTEOPATH: CORONER'S 
COMMENTS 

At an inquest held at Camberwell on September 4th the 
coroner, Mr. Douglas Cowburn, made some indignant. reter- 
ences to the treatment given by an osteopath in the case. 
It was stated that the woman named Adams, 
aged 32, had suffered from diabetes for several years. She 
was recommended to a Mr. William Mellor, an osteopath, ot 
Balham Park Road, $.W., and first visited him a week before 
her death. A few days later, when very ill, he 
was called in, but she became worse, and on being sent for 
again Mellor recommended that she should see her insurance 
doctor. 

Mellor, in evidence, after being cautioned by the coroner, 
business Peckham Kye 


TREATMENT BY 


deceased, a 


she was 


said that he carried on at as. ani 
osteopath and homoeopath. A plate outside his surgery bore 
the words: ‘‘ Dr. William Mellor, Osteopath, U-.S.A., 
Homoeopath, India.’”’ He obtained the degree of osteopathy 


at the First National University, Washington, N.J., and he 
associate of the Western University, WKapurthala, 
India. It was put to him by the coroner that there was no 
Western University, Kapurthala, nor any college, but only 
a place which issued diplomas on payment of a fee. The 
witness said that he was surprised to hear that ; he had sat 
homoeopathy in London under the 
Indian Education Scheme. He called himself a doctor because 
he held a doctorate of osteopathy. He did not practise as 
a physician, nor was he a surgeon or a general practitioner. 
He held a degree of doctor of medicine the American 
Academy of Me licine and Surgery, Washington, and he was 
a member of the British Homoeopathic Association. 

Dr. D. P. McGrath said that he was called to the deceased 
few hours her death ; then in state of 
coma. A relative told him that she had been under treatment 
by an unqualified person, and accordingly he refused a death 
Zernard Spilsbury testified that death 
The treatment given by Mellor, which was 


was an 


for an examination in 


from 


4 before she was a 


certificate. or Was 


due to diabetes. 


an old one for diabetes, would not have shortened her life, 
but it would have been perfectly useless. 
The coroner, in) summing up, described Mellor as a 


nd his treatment as ‘“ arrant rubbish.’’ 


“Death from natural causes’”’ 


quack,”’ a 
A verdict 
returned. 


was accordingly 


Ol 


ever, is abundantly justified in the public interest. | 
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The death took place at Aberdeen on September Ist of 
Dr. GeorGE Rose, who had been for many years medical 
officer to the education authority of Aberdeen. Dr. Roge 
was born in Aberdeenshire in 1855, and prior to taking 
a medical course had worked as a mason and granite 
merchant in America. He graduated M.B. at Aberdeen 
University at the age of 38, and after some years in 
private practice became surgeon to the Sick Children’s 
Hospital at Aberdeen, and later full-time medical officer 
for the schools of the city, a post which he held for 
twenty vears until his retirement in 1930 on the transfer. 
ence of educational affairs from the education authority 
to the town council. Dr. Rose is survived by a widow 
one son, Major Gilbert W. Rose, R.A.M.C., and one 
daughter. 

The following well-known foreign medical men have 
recently died: Professor FONzEs-DIAcOoN, dean of. the 
Montpellier faculty of pharmacy, aged 67; Dr. FERNANDEZ 
Perez, formerly Ambassador of the Argentine Republic 
in Rome, aged 70; Dr. BRAEMER, formerly dean of the 
faculty of pharmacy at Strasbourg and_ corresponding 
member of the Académie de Médecine ; Dr. Strany E, 
RISACHER, professor of clinical obstetrics and gynaecology 
at Beirut ; Dr. Ernest LackNer, an eminent Chicago 
paediatrist, aged 83 ; Professor GEORGE BENNO 
for many years director of the surgical department of 
the University Children’s Clinic at Heidelberg, aged 75; 
Professor ALoer, director of the medical institute at 
Kazan ; and Baron GuGLIELMO ASCIONE, professor ot bac- 
teriology at the Institute of Hygiene at Naples, aged 48. 


Medical News 


ANNUAL MEETING AT MELBOURNE 
According to a press message 1,500 medical men took 
part in the opening ceremony of the British Medical 
Association which was held at the Town Hall, Melbourne, 
on September 10th. The following reply to a_ loyal 
telegram sent to the King was received by the President, 
Sir James Barrett: 

‘Please convey to the members my sincere thanks 
for the assurance of loyalty and devotion. I am 
convinced that the interchange of ideas on these vital 
matters among the nations of the Empire must benefit 
mankind. As Patron of the Association I send best 
wishes for the successful issue of your deliberations.” 


It is intimated that the King has been pleased, on the 
recommendation of the Secretary of State for Scotland, 
to appoint Professor Duncan MacCallum Blair to be 
Regius Professor of Anatomy in the University of 
Glasgow in succession to Professor T. H. Bryce, who has 
resigned as from September 30th, 1935. In 1927 he was 
appointed to the chair of anatomy at King’s College, 
London, a post which he still holds, being also Dean of 
the Medical Faculty. 

The King has appointed Mr. J. R. Learmonth, Ch.M, 
F.R.C.S.Ed., to be one of the Honorary Surgeons to 
His Majesty in Scotland in the place of Sir Joho 
Marnoch, K.C.V.O., C.M., who has been appointed Extra 
Surgeon to His Majesty in Scotland. 

In connexion with the opening of the new session in 
October next, the Faculty of Medicine, Birmingham 
University, has arranged to hold a series of post-graduate 
lectures at the General, Queen's, and Children’s Hos 
pitals for cld students of the school on October 11th 
and 12th. There will also be an address by Sir Waltet 
Langdon-Brown, on October 11th, in the Medical Theatre, 
Edmund Street, and the annual dinner will be held at 
the Grand Hotel at 8.15 the same evening. Further 
particulars may be had on application to the dean. 
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Middlesex Hospital Medical School will hold its annual 
dinner for past and present students and their friends 
on Tuesday, October Ist, at the Savoy Hotel, at 7 
for 7.30 p.m. Dr. H. Campbell Thomson will take 
the chair. 

The annual dinner of past and present students of 
King’s College Hospital Medical School will be held on 
Saturday, October 5th, at 8 p.m., at the May Fair Hotel, 
with Sir Charlton Briscoe, Bt., in the chair. An 
intensive post-graduate course will be held on Saturday, 
October 5th, 11 a.m. to 6 p.m., and on Sunday morning, 
October 6th, to which members of the school and other 
practitioners are invited. series of post-graduate 
lectures on tuberculosis, free to all practitioners, will be 
delivered in the lecture theatre on Thursdays at 9 p.m., 
from October 3rd to December 12th, inclusive. The 
inaugural lecture of the winter session will be given on 
October 10th, at 4.30 p.m., by Professor G. F. Stiil. 

University College Hospital Medical School has 
arranged a programme of post-graduate demonstrations 
for the benefit of old students on Thursday and Friday, 
October 10th and 11th, from 10 a.m. to 4 p.m. At 
4.15 p.m. on October 11th the annual general meeting 
of the Old Students’ Club will be held in the Medical 
School, under the chairmanship of the president, Dr. 
F. J. Poynton. At 7 far 7.30 p.m. the same day 
the annual dinner (12s. 6d. exclusive of wines) will be 
held in the library of the Medical School. The annual 
dinner of the University College Hospital Medical 
Women’s Association will be held at the Piccadilly Hotel 
on Friday, October 11th, at 7.30 for 8 p.m. The 
chair will be taken by the president, Dr. Annis Gillie. 


The annual refresher course for former students of 
Middlesex Hospital Medical School will begin on Saturday, 
September 28th, at 2.15 p.m., and continue up to the 
evening of October Ist. 


The Institute of Medical Psychology announces that five 
seminars on fundamental psychological conceptions, by 
Professor C. G. Jung (Zurich), will be given on Monday, 
September 30th, to Friday, October 4th, inclusive, at 
7.45 p.m., and will be followed by a discussion for medical 
graduates only at 9.15 p.m. The fee for the course is 
£1 Is., and tickets may only be obtained in advance, 
from the Educational Secretary, Institute of Medical 
Psychology, Malet Place, W.C.1. 

The Fellowship of Medicine (1, Wimpole Street, W.) 
announces the fcllowing courses: medicine ard surgery, 
at Westminster Hospital, September 16th to 28th (men 
post-graduates only) ; chest diseases, at Brompton Hos- 
pital, September 23rd to 28th ; week-end course in 
ophthalmology, at Royal Westminster Ophthalmic Hos- 
pital, Saturday and Sunday, September 28th and 29th ; 
proctology, at Gordon Hospital, September 30th to 
October 5th ; dermatology, at St. John’s Hospital, after- 
hoons, September 30th to October 3ist ; primary F.R.C.S. 
lecture-demonstrations in the lecture theatre of Infants 
Hospital, on Monday, Wednesday, and Friday evenings, 
at 8 p.m., from October 7th to November 29th ; x-ray 
interpretation, at Medical Society of London lecture room, 
September 30th to October 4th at 5 p.m. ; endocrinology 
lectures, at National Temperance Hospital, Tuesday and 
Thursday evenings at 8.30 p.m., October 8th to 24th ; 
gynaecology (advanced) lectures at Medical Society of 
London lecture room, Thursdays, 4 p.m., October 10th 
to November 7th ; week-end course in fevers, at Park 
Hospital, Hither Green, Saturday and Sunday, October 
sth and 6th ; medicine and surgery ‘‘ refresher ’’ course, 
at Metropolitan Hospital, October 7th to 19th. Applica- 
tion for detailed syllabuses should be made to the 
Fellowship of Medicine. Courses, etc., are open only to 
members, 

The following lectures will be given under the auspices 
of the London and Southern Counties Branch of the 
Incorporated Dental Society and the Metropolitan Branch 
of the Public Dental Service Association, at the London 
School of Hygiene and Tropical Medicine, Keppel Street, 
WC: Wednesday, October 2nd, Dr. D. A. Imrie, 


“Dental Skiagrams, Difficulties in Interpretation ’’ ; 


Thursday, November 7th, Mr. G. F. Cale-Matthews, 
‘““The Importance of Early Recognition of Developing 
Malformation, Causes and Treatment ’’ ; Wednesday, 
December 4th, Mr. J. H. Badcock, ‘‘ Useful Hints in 
Everyday Practice’’ ; Thursday, February 6th, 1936, 
Dr. J. B. Parfitt, ‘“‘ Surgical Cleanliness and the Present- 
day Practice of Dental Surgery ’’ ; Wednesday, March 
4th, Dr. E, W. Fish, ‘‘ The Pathology and Treatment 
of Pyorrhoea ’’ ; Thursday, April 2nd, Mr. W. Stewart 
Ross, “‘ The Treatment of Pulpless Teeth and Apicec- 
tomy.’’ The lectures commence at 8 p.m., and medical 
practitioners are invited to attend. 


A course of lectures and demonstrations for the diploma 
of public health on clinical practice and in_ hospital 
administration will be given at the North-Western Hos- 
pital, Lawn Road, Hampstead, N.W., by the medical 
superintendent, Dr. A. Joe, on Mondays and Wednesdays 
at 9.30 a.m., and alternate Saturdays at a time to be 
arranged, beginning Monday, September 30th, for three 
months. Medical men and women desiring to take the 
course of instruction are required, before attending at the 
hospital, to pay the requisite fee to the medical officer of 
health, London County Council, Public Health Depart- 
ment (Special Hospitals), the County Hall, S.E., giving 
their full name and address. 

A course of lectures and demonstrations for the diploma 
of public health on clinical practice and in_ hospital 
administration will be given at the Brook Hospital, 
Shooter’s Hill, Woolwich, S.E., by the medical super- 
intendent, Dr. J. V. Armstrong, on Mondays and Wed- 


nesdays at 9.30 a.m. and alternate Saturdays at a time- 


to be arranged, beginning Monday, October 7th, for 
three months. Medical men and women desiring to 
take the course of instruction are required, before 
attending at the hospital, to pay the requisite fee to 
the medical officer of health, London County Council, 
Public Health Department (Special Hospitals), the 
County Hall, S.E., giving their full name and address. 

The annual meeting of the International Society of 
Medical Hydrology will be held in Belgium from October 
12th to 17th. The following discussions are taking place: 
“The Action of Carbon Dioxide Baths on the Peripheral 
Circulation,’’ with introductory papers by Drs. E. 
Guilleaume and M. Wybauw, jointly, Drs. P. N. 
Deschamps, and R. Wachter ; ‘* The Therapeutic Action 
of Peloids,’’ with introductory papers by Professors 
Scherbakov, S. Pisani, and Dr. F. Lenoch ; ‘‘ Therapeutic 
Agencies of the Sea Coast,’’ with introductory papers by 
Professor I. Gunzburg and Dr. W. G. Willoughby. These 
discussions are being held on the mornings of Sunday, 
October 13th, and Monday, October 14th, in Brussels, 
and Thursday, Octeber 17th, in Ostend. On the after- 
noon of Monday, October 14th, there are visits to the 
Department of Physical Medicine of the Brugmann Hos- 
pital, and to the Universal Exhibition, and in the evening 
there is a banquet in one of the restaurants of the 
Exhibition. On Tuesday, October 15th, there is arranged 
a visit to Luxembourg, with lunch at Mondorf, and a 
clinical meeting and visit to the spa establishments, and 
on Wednesday, October 16th, a visit to Spa and a lunch 
and reception by invitation of the municipality and the 
Société Spa Monopole. On the last day, Thursday, 
October 17th, there is a visit to the new spa establishment 
in Ostend and lunch at the Palais Thermal. Papers on 
the newly discovered waters at Ostend will be read by 
Drs. Reynaerts and De Roo. Non-member’s fee is 
100 Belgian francs, and the inclusive charge for accom- 
modation, board, and travelling in Belgium is 1,125 
Belgian francs. All information from I.S.M.H., 109, 
Kingsway, W.C.2. 

The sixth Italian Congress of Legal Medicine will be 
held at Milan from September 26th to 29th, under the 
presidency of Professor A. Cazzaniga, director of the 
Institute of Legal Medicine of Milan University. Further 
information can be obtained from the Secretary, Via 
Mangiagalli 37, Milan. 

The meeting of the Continental Anglo-American Medical 
Society, arranged for October 5th in Paris, is postponed 
indefinitely. 
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Letters, Notes, and Answers 


All communic stions in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated, Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, om receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as prools are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER ot the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five lines) 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London, 

The address of the Trish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and ot the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; telephone: 
24361 Edinburgh) 


QUERIES AND ANSWERS 


Analgesia for Suturing Cuts 
“J. L. N.” (Loughton) writes: As a casualty officer I found 
it advisable to use a local anaesthetic for nearly all cuts, 
introducing it in the manner advocated by Dr. H. C. 
Duffy, employing 1 per cent novocain without regard to 
quantity in young and old. The palm, though, I anaes- 
thetized by introducing the needle horizontally by means of 
a puncture through the thin skin at the side, almost on the 
dorsal surface: and for the finger the method of choice was 
a nerve block by infiltration of the base through the web 
behind. In other situations an anaesthetic is often un- 
necessary if the following technique is used. The part is 
adjusted so that the skin is as fully relaxed as possible. 
With the left thumb and forefinger on either side of the cut 
a fold of skin is pinched up so that the wound runs 
along the top ol it. The operator should then take a 
straight needle, and with a single thrust carry the suture 
through both sides of the wound, giving the sensation of 
a single prick. Painful dressings are, I believe, best left 
unchanged in the way that is advocated for varicose ulcers. 


The Common Flea 
Dr. H. G. Kyte (Bristol) writes: In answer to your corre- 
spondent “ Fleabitten (Journal, August 24th) am very 
susceptible to flea bites. I have found satisfactory 
remedy in immediately pouring chloroform through my 
clothes to the spot where I feel a bite. This anaesthetizes 
the flea, which can then easily be caught. 


Income Tax 
New Practice—When Payment is Due 
‘A. B.”’ explains that as from the retirement of a partner 
in April, 1933, the practice was treated as a new one— 
that is, for 1933 4 and 19384-5—being assessed on the 
bookings basis. When would the tax for those years fall 
due? 

*,* The 1933-4 tax is normally due in January and July, 
1934, and the 1934°5 tax in January and July, 1935. As 
regards the former vear the amount of the assessment could 
not, of course, be computed until April, 1934, and the 
usual practice is to leave the matter open until the figures 
can be prepared, and the whole of the 1933-4 tax would 
then have become payable in May or June, 1934. 


Sickness Benefit Policy 
“FE. M. ~D.’’ asks: Is there any income-tax allowance for 
payments made on medical sickness instalments, and what 
is the position as regards sickness benefits receive] ? 
** No allowance is due for payments in respect of sick- 
ness benefit ; on the other hand, the amounts received in 
the form of benefits are not liable as income. 
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Phenobarbital in Epilepsy 


Dr. M. Guosu (Burton-on-Trent) writes: In the treatment 
of epileptic fits one has to prescribe very largely the differen; 
brands of phenobarbital, for reasons of economy, particy. 
larly in hospital out-patients and national health insurance 
prescribing. No doubt the majority of cases respond to the 
treatment, but there are a number which are either 
unaffected or continue to have the fits in a subdued form 
I convinced that if all these apparent failures of 
“Juminal ’’ treatment were put on Bayer’s luminal brand 
phenobarbital, one would be rewarded with a good propor- 
tion of these failures resulting in definite cures. It would 
be of interest to hear of any possible explanation from some 
of my colleagues who share my clinical conviction, 


Diseases not to be Found in the Textbooks 
Dr. JOHANNE CHRISTIANSEN, writing in U'geskyvift for Laegey 
J J 5 


(June 27th) calculates that only about 60 per cent. of her 
patients suffer from diseases described in the textbooks - 
and she suggests that many others besides herself began 
medical practice with a much higher rate of textbook 
diseases than they found later on. This textbook-disease 
tendency may be cultivated by the hcspitals whose inmates 
usually suffer from well-defined diseases. If textbook 
diagnosis is lacking, the hospital patient is labelled as 4 
neurasthenic or hysteric. In the author’s opinion many of 
the nameless diseases from which Danes suffer can be traced 
to their diet and dietetic fads ; and in this connexion she 
uses the terms ‘‘ subvitaminosis e medico,’’ and ‘“ inanitio 
© medico "’ to cover those cases in which the departure from 
healthy omnivorous ways to a one-sided and unbalanced diet 
is the fault of the patient’s medical adviser. There are 
also the numberless dietetic dogmas preached by ingenious 
laymen whose ‘ monovalent food theories ’’ correspond to 
a monovalent education and a less than monovalent men- 
tality. Dr. Christiansen would like to see a book written 
in the Hippocratic spirit by a physiologist, in co-operation 
with a clinician, which would show how any and every 
fault in the dietary can give rise to a host of symptoms 
such as nausea and anorexia. Such a bock would help to 
combat what the author calls ‘‘ the Danish disease,’’ the 
manifestations of which are rickets, varicose veins, postural 
faults, and progressive mental sluggishness, not to mention 
defective teeth. The Dane who sells his farm products and 
buys margarine in their place starving himself. of 
vitamins A and D and is badly in need of an educational 
campaign inspired by the vitamin researches of the past 
score Ot years. 


The Birmingham United Hospital 


The Deputy House GoveRNorR, who has been kind enough 
to supply us with revised lst of appointments to 
this hospital, writes: The large number of appoint: 
ments open to past or other students includes the 
following: At the Birmingham United Hospital (Genenl 
Hospital)—two surgical registrars, £100 (commencing) 4 
year; one resident medical officer, £155 a year; one 
resident surgical officer, £180 a year ; one visiting anaes 
thetist, £50 a year; one stipendiary anaesthetist, £250 4 
year; two resident anaesthetists, £120 a year ; four house 
surgeons, office tenable for nine months, £70 a year ; one 
house-surgeon to the gynaecological and one to the special 
departments, cach tenable for six months, £70 a year, 
four house-physicians, post tenable for six months, £70 
a year. 


In collaboration with H.M. Office of Works the Automobile 
Association is publishing a series of booklet guides t0 
historic buildings in Great Britain. The first booklet, now 
available to its members gratis on application to any AA. 
office, deals with the south central portion of England and 
part of South Wales. Twelve booklets will complete the 
series. Historic buildings and monuments in charge of 
the Office of Works mav be viewed between 10 a.m. and 
4 p.m. (7.30 p.m. in summer), 


Vacancies 
Notifications of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, | 


will be found at pages 43, 44, 45, 46, 47, 48, 49, 52, 53, 
and 54 of our advertisement columns, and advertisements 
as to partnerships, assistantships, and locumtenencies at 
pages 50 and 51. } 
A short summary of vacant posts notified in the advertise 
ment columns appears in the ‘Supplement at page 144, 


~~ 


ase 


( 


